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Abstract 
Background: Existing research on poor perinatal mental health largely focuses on 
recognition and treatment of postnatal depression. Consequently, there is a need to 
explore antenatal mental health. 
Aim: To assess poor mental health prevalence in pregnancy, its relationship to 
sociodemographic characteristics, self-efficacy and perceived support networks. To 
understand experiences and barriers preventing women with mental health problems 
from receiving help and explore midwives’ understanding of their role. 
Method: Questionnaires were completed by women in early pregnancy. A subset 
identified to have mental health problems, were interviewed in late pregnancy to 
explore their experiences and barriers to receiving care. Midwives completed 
questionnaires exploring their experiences of supporting women with mental health 
problems and focus groups further discussed the issues raised. 
Results: Amongst participants (n=302), the Edinburgh Postnatal Depression Scale 
(EPDS) identified 8.6%, and the Generalised Anxiety Disorder Assessment (GAD-7) 
8.3%, with symptoms of depression or anxiety respectively. Low self-efficacy (p=0.01) 
and history of previous mental health problems (p<0.01) were most strongly associated 
with anxiety or depression. Thematic analysis of interviews with women (n=20) 
identified three themes: ‘past present and future’; ‘expectations and control’; and 
‘knowledge and conversations’.  
Questionnaires were completed by 145 midwives. The three themes identified from the 
focus groups with midwives were: ‘conversations’; ‘it’s immensely complex’; and 
‘there’s another gap in their care’.  
Conclusion: Prevalence rates of anxiety and depression amongst women in early 
pregnancy were found to be similar to those reported in the literature. Low self-efficacy 
and previous poor mental health were significant predictors of anxiety and depression. 
Continuity and more time at appointments were suggested by midwives and women to 
improve discussions regarding mental health. Midwives were keen to support women 
but lacked knowledge and confidence. Consistent reference was made to the need for 
training regarding the practical aspects of supporting women’s mental health. 
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Chapter one – Background 
1.1 Introduction  
Pregnancy signals a time of change for a woman both physically and emotionally and 
has wider implications for her partner, family and friends with a further need to adjust to 
financial and social changes. The perinatal period is defined as the time from 
conception to a year after the birth of a baby. It is often perceived as an exciting period 
in the life of a woman and her family. The public view is not always translated into 
reality; women suffering from pre-existing mental health problems can find it a 
challenging time and some women experience difficulties with their mental health for 
the first time. Publicity regarding mental health in the general population in the UK has 
increased over the last few years and campaigns to raise awareness around perinatal 
mental health have grown. 
Chapter one provides a brief outline of the researcher, the rationale for choice of topic 
and a brief overview of the history of women, midwives and mental health, followed by 
a brief review of why perinatal mental health is an important topic. Rates of mental 
health disorders during the perinatal period are reported to understand the extent of the 
issue. Services for women with mental health problems during the perinatal period in 
the UK are discussed, including a brief review of the midwives’ role. The chapter 
concludes by providing an overview of the thesis structure. 
1.2 The researcher 
During my general nurse training placement on the maternity unit in a small general 
hospital in South Wales, I became fascinated by the art and science of midwifery, 
particularly the antenatal period and the care taken to assess the health of women and 
babies, and the complications that can occur in an otherwise ‘natural’ episode of a 
woman’s life. After qualifying I moved to Cardiff to study midwifery where my tutor 
Margretta Miles instilled in us her love of midwifery and care of women, plus many 
anecdotes of her time as a district midwife. She was passionate about the profession 
and went above and beyond to support and train us to become competent midwives 
ready for any eventuality. I especially remember the consistent reflection on Midwives’ 
Rules and Code of Practice and emergency situations, the principles of which remain 
the same today. 
Since qualifying as a midwife, I have worked mainly in the consultant-led unit at a large 
teaching hospital in Wales. The physical care provided to women in the perinatal period 
has changed little over the years, although the women we see are older and some 
have underlying medical conditions which would have precluded them from pregnancy 
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in the past. Furthermore I have witnessed an increase in the number of women 
attending the maternity unit with pre-existing or new onset mental health problems 
ranging from anxiety, posttraumatic stress disorder (PTSD), to bipolar disorders. At the 
same time I have noticed an increase in the number of women attending the 
assessment unit, many have varying degrees of mental health problems, presenting 
repeatedly with minor disorders of pregnancy. My interest has grown around this group 
of women and the care they receive. During the past six years I have been involved in 
research studies within the maternity unit, the last explored epigenetic changes in the 
placenta and its relationship to mental health problems in pregnancy. It is with these 
experiences in mind that I undertook research regarding perinatal mental health. 
1.3 A short history of women, midwives and perinatal mental 
health care 
Traditionally as midwives we were taught in depth about caring for the physical needs 
of mother and baby, however I have little recollection of being taught anything formal 
about mental health problems in pregnancy and had minimal teaching on the ‘third day 
blues’, postnatal depression and puerperal psychosis. This led me to think about 
midwifery training and the preparation for looking after women’s mental health.  
During the initial search of literature for my doctoral studies I reviewed the main 
textbook used by midwives. ‘A Textbook for Midwives’ has been used for decades by 
students, myself included. The first edition was published in 1953, written by a midwife 
teacher Margaret Myles (1953), the latest edition was published in 2014 (Marshall and 
Raynor 2014).  
I was interested to see if there was any recognition of mental health problems during 
the perinatal period. I was surprised to find there was mention of psychological care, as 
I did not recall reading much about mental health in the later textbooks during my 
training. In fact from the beginning of edition one and in several of its chapters, 
psychological care of women was mentioned prior to discussing physical care. The 
author stated psychological aspects of perinatal care were within the scope of a 
practising midwife and one of the aims of midwifery care was ‘to promote good physical 
and mental health during pregnancy’ (Myles 1955). Furthermore Myles stated: 
It is now accepted that, for the successful practice of obstetrics, 
knowledge of the psychological aspect of child-bearing is as essential 
as knowledge of the physical aspect. (Myles 1955, p. 92) 
Descriptions and word use may have changed but the implications appeared the same. 
The words insanity and mania were used in the early editions, these were later 
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changed to psychiatric disorders by edition four (Myles 1962). There was no mention of 
psychiatric disorders in the antenatal period, though pregnant women were asked 
about a family history of insanity at their booking visit, a question still asked today. By 
the 6th edition published in 1968, mania and melancholia were changed to depression, 
and postpartum blues were noted on the third or fourth day (Myles 1968). Rates of 
insanity, now known as puerperal psychosis, were the same then as they are now, 
around 1 in 1,000 births affected. 
Although I was unable to find mention of psychiatric disorders or mental health 
problems in pregnancy as we know them today in the early editions, there was an 
overriding importance placed around supporting the emotions of women during 
pregnancy, labour and postnatally. An awareness of mental wellbeing was evident, and 
it was not seen as a condition rather an evolving change in circumstance:  
Conflicts and fears that can be so disturbing to the expectant 
mother’s peace of mind. (Myles 1955, p. 92) 
The midwives’ role in supporting women’s psychological or emotional state was also 
emphasised throughout the books. Comments such as:  
 A good midwife adapts her approach to the personality of the 
woman.  
 The midwife should have patience, tact and be sympathetic, with 
words of praise. (Myles 1955, p. 442) 
These words could be echoed by words used today where health care staff are 
encouraged to provide individualised patient care with dignity and respect. Conversely I 
would argue that some of the comments are no longer true: 
 A woman who dissolves into tears should be considered to have 
been mismanaged. (Myles 1962, p. 465) 
I would rather a woman express her concerns to enable conversations and 
reassurance. Furthermore the comment: 
She [midwife] should be kindly and helpful rather than brisk and 
efficient. (Myles 1955, p. 442) 
Although the former is true, today being brisk and efficient is encouraged. 
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Understanding the ambiance that surrounded women was emphasised and its 
importance to a woman’s psychological care. In the postnatal period suggestions were 
that there should be a ‘tranquil atmosphere’ (Myles 1955, p. 252) quiet and relaxed, 
free from worry or excitement; reducing visitors and encouraging sleep was important, 
something which is very difficult today in busy postnatal wards where women are being 
admitted and discharged day and night.  
Providing information to ‘allay fears’ was also emphasised throughout the text, 
containing plenty of guidance for midwives on the education of mothers (Myles 1964, p. 
693). Antenatal education including the psychological as well as the physical aspect of 
care was covered over several chapters (Myles 1964). 
Although the wording of later additions changed to a more medicalised text, all 
supported by research, the content remained much the same. Emotional care by 
midwives had become a separate chapter rather than intertwined within the text. This is 
now discussed as communication with women and families. Antenatal education and 
providing information were still seen as an important role of the midwife. By 2009 a 
chapter had been written around the subject of perinatal mental health which 
acknowledged the changes in circumstances which may challenge a woman’s mental 
health, providing information on assessing normal mood changes in pregnancy (Fraser 
et al. 2009). Throughout the text the word anxiety was used in conjunction with fear or 
stress, which appeared to be used as a descriptive word rather than an ongoing mental 
health problem. Anxiety and stress were briefly mentioned alongside third day blues 
and traumatic births, along with a brief mention of pharmacology or psychosocial 
management of mild anxiety and depression. Although it was recognising that poor 
mental health can occur in the antenatal period, the majority of discussion still related 
to conditions in the postnatal period.  
There were many quotes some of which still ring true today. Here is one contentious 
note describing the temperament of women and its bearing on their reaction:  
The “happy-go-lucky” women of average intelligence is usually a 
successful mother; the highly-strung, the imaginative, or the ultra-
intelligent types are more likely to encounter or create difficulties. 
(Myles 1955, p. 442) 
1.4 Evolution of perinatal mental health in the literature 
It has long been known that a small minority of women develop difficulties in adjusting 
to parenthood. In 1858 psychological symptoms during the perinatal period were 
described in the book, Treatise on Insanity in Pregnant, Postpartum, and Lactating 
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Women (Trede et al. 2009). This poster from the early 20th century appeared to 
understand that the mothers’ mental health and wellbeing were important to the unborn 
baby (Figure 1.1). 
 
 
Research pertaining to perinatal mental health has grown over the years from around 
10 articles a year in 1920 to more than 110 per annum from 1995. The majority 
originated from USA, Britain, Canada and Australia but have now been undertaken in 
over 99 countries (Brüggmann et al. 2017). 
A study in the USA in 1955 reviewed anxiety in pregnancy, stating the need for 
emotional support during the first trimester due to worries around pregnancy and birth 
(Pleshette et al. 1956). A later study in the UK reviewed mothers who became 
depressed in the postnatal period to determine if those with anxiety before giving birth 
were more likely to suffer from postnatal depression, but they did not find any 
relationship. They were assessed at the beginning of the third trimester and at six to 
eight weeks postnatally they state good test retest reliability and validity at detecting 
postnatal depression (Pitt 1968). 
There has been a gradual change in the studies conducted relating to perinatal mental 
health. Initial research concentrated on postnatal depression and its negative effect on 
mother and infant bonding and the detrimental effect on the child. Up to the 1970s and 
1980s postnatal depression was thought to be a western phenomenon (Cox and 
Figure 1.1 USA Public Health Education 
Poster 1919. 
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Holden 2003). Research then turned its attention to factors that might predict which 
women were at risk of developing postnatal mental health problems (Appleby et al. 
1994; Stamp et al. 1996; Cooper and Murray 1997) and assessed interventions aimed 
at reducing the risk (Alderdice et al. 2013; Lieberman et al. 2014). More recently there 
has been an acknowledgment of the effects of depression during pregnancy on the 
growing baby (Grote et al. 2010; Fineberg et al. 2016; Simcock et al. 2017; Wieckowski 
et al. 2017).  
Recognition then turned to other mental health disorders such as anxiety during 
pregnancy which have also shown to have a negative effect on the baby (Martini et al. 
2010; Staneva et al. 2018) and studies reporting that stress and daily hassles have 
similar outcomes (DeSocio 2019). This has arisen as a new slant on perinatal mental 
health, even though there was a brief interest in anxiety during pregnancy in 1956 
including questions about body image (Pleshette et al. 1956). Recently there has been 
publicity on the poor mental health of fathers during the postnatal period and an 
expansion in research to understand this issue. Thus a large amount of research has 
now been generated around the subject of perinatal mental health and how women can 
best be supported to reduce the negative consequences not only for the child but the 
mother, family and society at large (Granville et al. 2016).  
1.5 Consequences of poor perinatal mental health 
A full review of negative consequences of poor perinatal mental health can be found in 
chapter two. Mental health difficulties in pregnancy are significant because of the 
negative impact it has on women, their babies and families. The Confidential Enquiry 
into Maternal Deaths, 2015 reported mental health problems as the leading cause of 
death in the perinatal period and stated almost a quarter of women who died between 
six weeks and one year after pregnancy died from mental health related causes (Knight 
et al. 2016). Women with severe mental health problems such as schizophrenia have 
been shown to have obstetric complications such as placental abruption (Jablensky et 
al. 2005). More recently evidence has shown that stress, anxiety and depression during 
pregnancy are associated with maternal and child health problems (Talge et al. 2007; 
Schetter and Tanner 2012). These include short and long term complications for the 
child, such as increased risk of pre term birth and fetal growth restriction (Jablensky et 
al. 2005), neurodevelopment impairment during childhood (Muzik and Borovska 2010), 
attention deficit hyperactivity disorder (ADHD) and conduct disorder (Glover and 
Barlow 2014). 
In addition to the health implications it was recently estimated the cost to UK society of 
not treating perinatal mental health problems is £8.1 billion per year, with the majority 
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of this cost incurred in treating the long-term adverse consequences for the child 
(Bauer et al. 2014). Furthermore an increase in utilisation of antenatal services by 
women with moderate to severe depression puts pressure on an already stretched 
National Health Service (NHS) (Grajkowski et al. 2017). 
1.6 Prevalence of perinatal mental health problems  
Reported rates of mental illness in the general population have increased from below 
10%-15% between 2003 and 2015 and are higher in women (16%) (Welsh 
Government 2016a). In England approximately one in five women experience common 
mental health disorders and there has been a steady increase (McManus et al. 2016). 
Between 2007 and 2014 generalised anxiety disorder (GAD), depression, self-harm 
and phobias rose and women were reported to be twice as likely as men to be 
diagnosed with anxiety disorders (Mental Health Foundation 2016; Russell 2016). 
Rates of mental health problems during the perinatal period vary between 10–30% 
(Priest et al. 2008; Ayers and Shakespeare 2015; Kingston et al. 2015a; Marcano-
Belisario et al. 2016). In Wales of 33,000 women who gave birth in 2015 almost 27% 
(n=9000) reported mental health problems (Welsh Government 2016a). The most 
common disorders were anxiety, depression and PTSD (Ayers and Shakespeare 
2015). Rallis et al. (2014a) stated that literature for anxiety and depression were far 
more prevalent in the postnatal period. 
Over 14% of women experience a new depressive episode (Gavin et al. 2005) during 
the perinatal period. Symptoms of depression during pregnancy of 15%-26% 
(Marcano-Belisario et al. 2016; Truijens et al. 2017) have been reported, peaking at 32 
weeks gestation (Evans et al. 2001). A review of longitudinal studies with large cohorts 
(n=525-8323) produced varied results, but some patterns showed higher depression in 
pregnancy (17%) than after birth (13%) (Underwood et al. 2016). Results from a US 
study suggested 33% of postnatal depression begins in pregnancy and 27% in pre-
pregnancy (Howard et al. 2017).   
A longitudinal cohort study in the UK showed second generation young pregnant 
women had higher depressive symptoms than their mothers’ generation 25 years 
previously, based on the Edinburgh Postnatal Depression Scale. From the original 
cohort of 2390 pregnant women only 180 fitted the eligibility criteria for the second 
cohort, of these some were partners of the women’s offspring. High depression 
symptom scores were observed in the second cohort (RR 1.51, 95% CI 1.15-1.97) 
when restricted to the 66 mother daughter pairs, maternal antenatal depression was 
associated with daughter antenatal depression (RR 3.33, 95% CI 1.65-6.67). 
Limitations were noted of the small sample due to increase in age of first pregnancy, 
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many of the offspring were not within the inclusion criteria of age 19-24 years at the 
time. Due to the narrow age range generalisation across age groups could not be 
shown. The faster pace of modern life, sedentary lifestyle and more mothers working 
were suggested as the reasons for the increase in depression symptoms (Pearson et 
al. 2018). 
Compared to the general population pregnant women have a higher prevalence of 
minor depression (17%) but the same prevalence of major depression (6%-10%) 
(Evans et al. 2001; Ashley et al. 2016; Mental Health Foundation 2016; Welsh 
Government 2016a). A systematic review of articles (n=24) reported prevalence of 
anxiety disorders in the perinatal period. General population rates were reported based 
on the Diagnostic and Statistical Manual of Mental Disorders (DSM) IV (American 
Psychiatric Association 2013) one year prevalence rates. Panic disorders were similar 
in the perinatal period (1.3%-2.0%) and general population (1.0%-2.0%). Rates of 
obsessive compulsive disorder (OCD) were reported to be lower in pregnancy (0.2%-
1.2%) than in the postnatal period (2.7%-3.9%), with the general population rate of 
2.5%. Generalised anxiety disorder rates were reported in only one study, during the 
third trimester of pregnancy of 8.5%. Higher than the postnatal period (4.4%-8.2%) and 
lower than rates in the general population of (3%) (Ross and McLean 2006).  
Anxiety covers a range of conditions and may therefore be more difficult to assess. 
Rates during pregnancy of 15% (Robertson et al. 2004; Fairbrother et al. 2015; Dennis 
et al. 2017) and between 4.7% and 33% during the postnatal period (Leach et al. 
2017), when it is often at its highest (Swalm et al. 2010), have been reported. A large 
systematic review of self-reported anxiety symptoms revealed rates of 18% in the first 
trimester, 19% in the second and 24% in the third. Diagnosed rates of anxiety were 
reported as 18%, 15.2% and 15.4% respectively (Dennis et al. 2017) which matched 
other studies suggesting anxiety is higher in the first and third trimester (Rallis et al. 
2014b). Peaks at these times could be due to early pregnancy worries around 
miscarrying and physical symptoms such as nausea and in late pregnancy due to 
physical changes of a growing uterus and concerns around birth and childcare (Rallis 
et al. 2014b). Pregnancy specific anxiety has been acknowledged and reported to be 
different from general anxiety, concerns with body image, development of the baby, 
birth and caring for a newborn, women with this form of anxiety require different 
support from those with general anxiety (Bayrampour et al. 2016).    
1.7 Current recommendations 
There is agreement from UK governments about detrimental effects of mental health 
problems during the perinatal period. In the last few years the governments in Wales, 
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Scotland and England have pledged money to provide services to improve perinatal 
mental health care (National Health Service 2015; Scottish Government 2017a; 
Maternal Mental Health Alliance 2018).  
Until recently Northern Ireland was behind in their pledge to support perinatal mental 
health. All political parties in Northern Ireland have recently agreed to work together to 
improve access to services (Slainte and Poustie 2017). They have a pathway which 
suggests a ‘five stepped care model’, depending on severity of mental health problems. 
Advice for stress and emotional difficulties using self-care, problem solving and coping 
strategies at step one through to intensive recovery support at home or in hospital for 
those with severe mental health conditions. Better services for women with severe 
perinatal mental health conditions and inpatient services were mentioned briefly (Betts 
and Thompson 2017). 
In Scotland, the mental health strategy report 2017-2027 (Scottish Government 2017a) 
stated funding would be provided to develop a Managed Clinical Network for perinatal 
mental health, which was implemented in 2017. Providing a place for professionals and 
families who have experienced perinatal mental health problems to discuss service 
provision. The network carried out an assessment of needs which has made 
recommendations to the Scottish Government and NHS Scotland. These included 
more mother and baby unit beds, peer support for women with severe mental health 
problems, specialist perinatal mental health teams (PNMHT) and midwives, access to 
treatment such as psychological care and digital self-help resources and training for 
staff working with women in the perinatal period (Scottish Government 2019). Scotland 
is the only devolved nation to have a perinatal mental health training package aimed at 
all staff who work in this area. The framework focuses on five areas; health and 
wellbeing, family support, parent infant relationship, stigma and interventions, with four 
levels of competence that depend upon the level of support health care practitioners 
provide. 
In February 2016 the National Maternity Review published the policy document Better 
Births, which set out a vision of how maternity services in England should be 
developed to reduce the rates of stillbirths, neonatal and maternal deaths. Nine 
recommendations were made, including increasing choice and personalised care for 
women, continuity of carer and improving access to perinatal mental health services 
(NHS England 2016). Early adopter sites in seven areas are trialling the new approach 
to maternity care. A review by the Mental Health Taskforce also recommended at least 
30,000 women be provided treatment for their mental health problems by 2021, an 
increase from the 500 in 2016/17 (Mental Health Taskforce 2016). Acknowledging this 
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as an important area the National Institute of Health Research recently commissioned 
a funding call for research relating to perinatal mental health.  
The Welsh Government pledged £1.5 million each year from 2015 for five years for the 
development of specialist perinatal mental health services in Wales (Granville et al. 
2016). The National Assembly for Wales, Children, Young People and Education 
Committee produced a report after hearing evidence given by third sectors, each of the 
Health Boards, health professionals, professional organisations and mothers with 
severe mental health problems. They produced 27 recommendations for the Welsh 
Government, covering inequalities, medication during pregnancy and breastfeeding, 
support for bereaved parents and specialist perinatal midwives in every Health Board 
(National Assembly for Wales 2017). Alongside this the All Wales Perinatal Mental 
Health Steering Group was formed, managed by Public Health Wales, which includes 
third sector organisations, women with lived experiences and health care professionals, 
with the aim of developing services.  
The All Wales Perinatal Mental Health Steering Group produced guidance for the 
delivery of perinatal mental health services with seven standards, including informing 
women about the incidence of perinatal mental health problems, promoting wellbeing, 
treatment options and training for all staff working with women in the perinatal period 
(All Wales Perinatal Mental Health Group and Community of Practice 2018). An outline 
for the training has been developed, based on the Scottish package Perinatal Mental 
Health Curricular Framework (NHS Education for Scotland 2019). All staff providing 
perinatal mental health services should be appropriately trained to one of three levels, 
informed for all, skilled for those in perinatal mental health services and influencer if in 
leadership roles.  
As there has not been a specialist mother and baby unit in Wales since 2013 (Bauer et 
al. 2014) the Welsh Government agreed a budget on 1st October 2017 committed to 
developing specialist in-patient perinatal mental health support for new mothers and 
their babies in Wales (National Assembly for Wales 2017). This is reinforced in the 
document Together for Mental Health Delivery Plan 2019-2022 (Welsh Government 
2019a) which aims to establish a mother and baby unit in Wales in 2021.  
1.8 Current provision for perinatal mental health 
Clearly at a governmental level there has been an acknowledgment for the need to 
improve provision and support of perinatal mental health. In practice there appears to 
be a lack of consensus as to how to detect women with mental health problems that 
may require this support. The UK, Australia and USA all recommend assessing 
pregnant women for mental health problems, unlike Canada where this is not endorsed 
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(Joffres et al. 2013). This reflects a lack of agreement over whether to screen and thus 
there is no universally accepted tool to detect those with mental health problems 
(Austin et al. 2008).  
During pregnancy women are advised to abstain from drinking alcohol and smoking 
due to the known and potential harmful effect it can have on their baby and are 
provided with information about the negative consequences and referred to services for 
support. Women who experience poor mental health often lack the knowledge and 
recognition of mental health problems (Khan 2015) either because they think their 
symptoms are a normal part of pregnancy or they are used to feeling that way 
(Goodman and Tyer-Viola 2010; Khan 2015) resulting in almost half going 
undiagnosed (Bauer et al. 2014). Furthermore they go unrecognised by family, friends 
and health professionals alike and when women recognise there is a problem some are 
reluctant to ask for help (Hayes 2010; Russell 2016).  
There is a need then to screen women to detect those with poor mental health. 
Individual screening tools to detect symptoms of anxiety and depression will be 
discussed further in chapter three. In the UK National Institute for Health and Care 
Excellence (NICE) (2014) recommends screening all women for mental health 
problems in pregnancy to detect, assess and offer treatment and support.  
High acceptability for the use of screening tools to assess depression were found in a 
systematic review. The majority of the studies used the Edinburgh Postnatal 
Depression Scale (EPDS), most were administered by health visors and midwives and 
were assessed in both the antenatal and postnatal periods. They were found to be 
acceptable both by health care professionals and women in the perinatal period (El-
Den et al. 2015). The manner of questioning and support offered is more important 
than the tool used to ensure disclosure (Kingston et al. 2015a; Darwin et al. 2016) if 
screening is seen as part of routine care women are more likely to find it acceptable 
(Kingston et al. 2015a), although often women do not remember being asked about 
their mental health (Boots Family Trust Alliance 2013; Redshaw and Henderson 2016).  
The recommendations include health professionals asking two questions about mental 
health at all routine antenatal and postnatal appointments (Figure 1.2) (National 
Institute for Clinical Excellence 2007), however at the time these recommendations 
were made the screening tool had not been validated (Furber et al. 2009).  
1) During the past month, have you often been bothered by feeling down, 
depressed or hopeless? 
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2) During the past month, have you often been bothered by having little interest 
or pleasure in doing things? 
If a woman responds positively or there is clinical concern, the health professional 
should consider using the EPDS, a 10 item self-report scale developed by Cox et al. 
(1987) or the 9-item Patient Health Questionnaire (PHQ-9) to detect symptoms of 
depression. A score of ≥13 on the EPDS or ≥10 on PHQ should be a trigger for 
referring the woman to her general practitioner or, if a severe mental health problem is 
suspected, a mental health professional. 
For possible anxiety NICE suggest asking the two item GAD scale (GAD-2): 
1) Over the last two weeks, have you been feeling nervous, anxious or on 
edge? 
2) Over the last two weeks, have you not been able to stop or control worrying? 
These questions are answered on a scale from ‘not at all’ =0 to ‘nearly every day’ =3, 
and if a woman scores more than three out of a total of six on the GAD-2, the health 
professional should consider using the GAD-7 scale for further assessment. A score of 
≥10 on the GAD-7 should be a trigger for referring the woman to her general 
practitioner or, if a severe mental health problem is suspected, a mental health 
professional. If the score is less than three on the GAD-2 but there are still concerns 
the following question should be asked:  
Do you find yourself avoiding places or activities and does this cause you       
problems? 
A positive answer should be followed up using GAD-7 or a referral to the appropriate 
professional. More recently NICE (2016) recommended women are also asked about 
their emotional wellbeing at each routine antenatal and postnatal contact.   
Women with severe mental health problems may be cared for by specialist PNMHT. In 
2016 a report mapped out the NHS Health Boards/Trusts in the UK to show the 
number who had a PNMHT in place (Maternal Mental Health Alliance 2015). This was 
repeated in 2017 and showed an increase in services, although the scale of provision 
varied with only a few services meeting the Royal College of Psychiatrist Perinatal 
Quality Network Standards Type 1 (Granville et al. 2016). Around the UK in 2017 
PNMHTs were available in one out of five areas in Northern Ireland, seven out of 14 in 
Scotland, 193 out of 241 England and six out of seven in Wales (Maternal Mental 
Health Alliance 2017). 
13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
F
ig
u
re
 1
.2
 Q
u
e
s
ti
o
n
s
 t
o
 a
s
k
 a
t 
e
a
c
h
 r
o
u
ti
n
e
 a
p
p
o
in
tm
e
n
t.
 
14 
 
Even though Wales has a good level of services available to women with perinatal 
mental health problems, a recent report described healthcare professionals being 
overwhelmed with referrals to these and not enough time to see the women. Over a 
twelve month period (February 2019-February 2020), the local Health Boards PNMHT 
received an average of 36 referrals per month, the majority referred during pregnancy 
(77%) (Personal correspondence, specialist midwives, 2020). Women expressed how 
important the services were to them but concerned about how long it took to be seen 
and the variation in provision, suggesting it was a ‘postcode’ lottery (Witcombe-Hayes 
et al. 2018, p. 38).  
Around one or two women out of every 1000 births develop severe mental health 
problems after the birth of their baby, such as puerperal psychosis. Some of whom 
would benefit from specialist support from a mother and baby unit. The availability of 
these vary and at present Wales and Northern Ireland have no mother and baby units.  
Over 90% of women with mental health problems are looked after in primary care 
(Bauer et al. 2014) often receiving medication from their general practitioner or referral 
for counselling. As midwives are the main carer for the majority of women in the 
perinatal period they are ideally placed to provide support and it is within the scope of 
their practice, set out by the Nursing and Midwifery Council (NMC). Nonetheless 
assessment of knowledge of perinatal mental health found that health care 
professionals (Buist et al. 2006; Jomeen et al. 2013), including midwives (Ross-Davie 
et al. 2006; Jones et al. 2011; Hauck et al. 2015), required further training to 
understand, assess and provide comprehensive support to women.  
A systematic review of systematic reviews found a large gap in the literature regarding 
interventions by midwives prior to 2010 (Alderdice et al. 2013; Maternal Mental Health 
Alliance 2017). Future involvement of midwives in the design, implementation and 
facilitation of these interventions into mainstream midwifery practice, will assist in 
ensuring women have access to appropriately evaluated and validated interventions 
(Lavender et al. 2016). Extra training in psychosocial approaches to prevent 
depression resulted in women building up a relationship with their midwife and enabled 
them to open up about their mental health problems (Brugha et al. 2016). 
Support for women with mild to moderate perinatal mental health problems are 
recommended in guidance produced by 1000 Lives Improvement in Wales. Additional 
support for pregnant women in the form of listening visits or referral to a perinatal 
mental health specialist is advised. They also suggest all pregnant women should be 
provided with information about promoting mental wellbeing and preventing mental 
health problems (All Wales Perinatal Mental Health Group and Community of Practice 
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2018). The book Bump, Baby and Beyond, is given to all women in Wales in the 
antenatal period and is available as a hard copy or e-book, this provides information 
describing the changes that occur both physically and mentally during the perinatal 
period (Public Health Wales 2019). Emotions, stress and depression are noted, both in 
the antenatal and postnatal period, but not anxiety. Guidance is given on whom to go to 
if they feel emotionally unwell and a website for further information. 
1.9 Thesis overview 
Chapter one has provided a brief view of the researcher stating reasons for the chosen 
topic, background, consequences of poor perinatal mental health and current 
recommendations and current service provision.  
Chapter two reviews the literature on perinatal mental health. Presenting a review of 
the negative consequences of poor perinatal mental health for the mother, child and 
wider family. Consideration of the effect of informal support from family and friends as 
well as women’s self-esteem and self-efficacy and their relationship with mental health 
is provided. An overview of interventions to support women’s mental health is followed 
by a review of women’s experiences of poor perinatal mental health problems and the 
barriers to accessing support. As the main carers, literature was reviewed to assess 
midwives’ experiences of supporting women’s mental health at this time. It concludes 
by providing a rationale for the study. 
Chapter three focuses on the design and development of the study, including the 
justification for data collection and data analysis methods chosen. The main ethical 
issues are discussed, namely potential psychological distress, consent and 
confidentiality, followed by an explanation of the process negotiated to obtain these 
necessary permissions. 
Chapter four offers a description of the initial phase of the study, a questionnaire for 
women in early pregnancy, including the methods, analysis and results. 
Chapter five provides an overview of the planning, recruitment and data collection of 
interviews with women in late pregnancy. This is followed by a discussion of the three 
themes produced by thematic analysis.  
Chapter six reports the midwives’ phase of the study, including the recruitment, data 
collection methods and analysis of questionnaires and focus groups with midwives to 
assess their knowledge, skills and experiences of supporting women’s mental health 
during the perinatal period.  
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Chapter seven draws together and discusses the results of the study to provide an 
overview of the experiences of women during pregnancy and the midwives who 
provide their care. It concludes by noting limitations of the study, presenting 
recommendations for practice and future research to improve the care of women with 
perinatal mental health problems. 
1.10 Summary 
In summary this chapter provided a brief introduction to the researcher. An overview of 
textbooks used in midwifery training which suggests supporting women’s mental health 
has always been an important part of a midwife’s role although the emphasis was still 
on postnatal mental health problems. Short and long term consequences of poor 
perinatal mental health have been seen and indicate the rates of mental health 
problems are on the rise, with anxiety and depression in pregnancy more common than 
postnatal depression (Evans et al. 2001; Swalm et al. 2010).  
The Scottish, English and Welsh governments have provided financial support to run 
services for women with perinatal mental health problems, however resources of 
specialist perinatal mental health services in Wales are still limited, leaving midwives as 
the main support for the majority of women with mild to moderate mental health 
problems. This chapter concluded by providing an overview of the thesis chapters. 
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Chapter two – Literature review 
2.1 Introduction  
This chapter provides a background to the study and places mothers’ and midwives’ 
experiences in the wider context of the literature relating to perinatal mental health. 
Since there was a vast amount of published literature on the subject of perinatal mental 
health (Chapter one), several structured reviews were required to inform the study:      
1) the negative consequences of poor perinatal mental health; 2) the influence of 
support networks on women’s mental health; 3) the effectiveness of interventions and 
services designed to reduce symptoms of mental health problems mainly during 
pregnancy; 4) women’s experiences of living with mental health problems during 
pregnancy; and 5) midwives’ experiences of caring for women’s mental health. 
2.2 Overview of the literature searches 
A review of the literature aimed to provide an overview of current knowledge relating to 
women with mental health problems during the perinatal period. Reference was made 
to several negative consequences of poor perinatal mental health in chapter one, 
including suicide, placental abruption, developmental problems for the child and the 
cost to society. Building on this review, the consequences of mental health problems 
during pregnancy and after birth for the women, their families, friends and society were 
explored.  
Associations between antenatal and postnatal mental health suggest pregnancy is an 
important time to provide support and intervene to improve outcomes for mother and 
baby. Therefore the remaining reviews primarily explored studies relating to pregnancy. 
Associations between social support, self-efficacy and sociodemographic factors and 
perinatal mental health have previously been reported (Glazier et al. 2004; Anderson et 
al. 2006; Fone et al. 2014; Akiki et al. 2016). Literature was therefore examined to 
understand the strength of the association between mental health, support networks, 
sociodemographic factors and self-efficacy in women during the perinatal period. 
Attention was paid to the source of the support to identify which, if any, were most 
effective. Interventions provided by statutory, private, online and third sector 
organisations were reviewed to assess their effectiveness among women with mild to 
moderate mental health problems who are below the acceptance threshold for 
specialist perinatal support. 
In order to understand the challenges faced by women with poor mental health seeking 
support, literature relating to women’s lived experience and interaction with health care 
professionals assessed the barriers to discussions and accessing support. Literature 
18 
 
considering the midwives’ perspective of women’s mental health during the perinatal 
period was required to highlight health professionals’ readiness to provide support for 
this vulnerable population. Existing studies regarding women’s and midwives’ 
experiences highlighted gaps in the literature and areas which require further 
exploration and were used to inform this study.  
The databases assessed were chosen depending on the topic. Alongside research 
articles, current policies and guidelines were examined. The review was undertaken in 
2016-2017 and automatic updates set up to capture relevant new studies published 
after these dates; the most recent being 15th April 2019 (Taka-Eilola et al. 2019). 
Information on individual search strategies and the tables containing a summary of 
articles reviewed are presented in the appendices one to five.  
2.3 Maternal and infant consequences of poor perinatal mental 
health 
Poor perinatal mental health is significant because of the negative impact it has not 
only for the child but the woman, family and society (Granville et al. 2016). Postnatal 
depression has previously been regarded as the main cause of negative outcomes for 
mother and baby, but recent research indicates mental health problems during 
pregnancy are an important factor. To understand the extent of the problem a search of 
the literature was conducted (Appendix 1). A total of 39 articles were identified and 
reviewed: they originated from Canada (n=3), Australia (n=3), Europe (excluding UK) 
(n=8), UK (n=11) and USA (n=15).  
2.3.1 Poor mental health and adverse maternal effects 
The Confidential Enquiry into Maternal Deaths reported adverse mental health as the 
leading cause of death in the perinatal period, almost a quarter of the deaths were 
related to mental health. Between 2009 and 2013, 161 women died from mental health 
related causes during or up to a year after the end of pregnancy; of these 101 women 
died by suicide. A rate of 3.7 deaths per 100,000 maternities from mental health related 
causes included 2.3 deaths per 100,000 maternities by suicide in the UK. The 
reduction in maternal mortality from other causes for example, hypertensive disorders, 
has not been paralleled by a reduction in deaths from mental health disorders. 
Although most deaths occurred after birth (99%, n=144) mental health problems often 
began several weeks or months before women died (Knight et al. 2015). 
The majority of research assessing the negative consequence of poor mental health 
focuses on anxiety and depression. Some studies suggest women with severe mental 
health problems such as schizophrenia, bipolar disorder and major depression have a 
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significantly higher chance of obstetric complications. A case control study in Australia 
extracted data for all women with major affective disorders (n=3174) during a 12 year 
period. The control sample comprised data from the records of women (n=3129) 
without mental health problems, randomly selected from those who had given birth 
during the same period. Women with schizophrenia were significantly more likely to 
have a placental abruption (aOR 3.17, 95% CI 1.55-6.49), or placenta praevia (aOR 
2.13, 95% CI 1.15-3.94), which may account for the higher rates of antepartum 
haemorrhage (OR 1.60, 95% CI 1.11-2.32) found in women with bipolar disorder 
(Jablensky et al. 2005). 
Mode of birth especially in relation to a fear of childbirth has been the focus of many 
studies. Associations between depressive symptoms in the third trimester and giving 
birth by caesarean section (aOR 2.04, 95% CI 1.26-3.29) have been reported (study 
details above) (Jablensky et al. 2005). In another study women (n=509) assessed as 
having pregnancy specific anxiety or fear of childbirth were more likely to report a 
negative experience of birth (aOR 1.7, 95% CI 1.01-2.9, p<0.05), show a preference for 
an elective caesarean section (aOR 3.3, 95% CI 1.6-6.8, p<0.001) and were more 
likely to receive an elective caesarean section (aOR 5.4, 95% CI 2.1-14.2, p<0.001). In 
addition women with pregnancy specific anxiety reported increased levels of labour 
pain (p<0.009) and a higher proportion of women (aOR 1.8, 95% CI 1.1-3.2, p<0.05) 
received epidural analgesia during labour (Haines et al. 2012). Secondary analysis on 
a longitudinal study in Norway, of 1789 pregnant women who completed three self-
administered questionnaires were completed at 17 and 32 weeks gestation and eight 
weeks after birth was conducted. Previous negative birth experience (aOR 7.6, 95% CI 
3.8-15.2, p=0.001), anxiety and depression combined (aOR 6.1, 95% CI 3.3-11.2, 
p=0.001) and poor social support (aOR 3.8, 95% CI 1.9-7.6, p=0.001) were significant 
predictors for fear of childbirth. Previous negative birth experience was highly predictive 
of elective caesarean section (aOR 8.1, 95% CI 3.9-16.7). Even though rates of 
caesarean section among women with a fear of childbirth vary, they express a strong 
preference for an elective caesarean section (aOR 4.6, 95% CI 2.9-7.3) the majority 
(87%, n=117) of women with a fear of childbirth (n=134) did not receive a caesarean 
section (Storksen et al. 2015). Caesarean section as with all major operations has 
risks, such as increased chance of haemorrhage, infection, deep vein thrombosis, long 
term adhesions causing pain and higher chance of repeated caesarean section 
(D'Souza 2013). Balancing the physical risks with mental benefits of a caesarean 
requires consideration of individual circumstances. 
In addition to elective caesarean section, a significant increase in emergency 
caesarean section was observed in secondary analysis of a longitudinal pregnancy 
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cohort of 2825 women. Questionnaires were completed at <25 weeks and 34-36 weeks 
gestation and one four months after birth. Symptoms of depression in the third 
trimester (6.5%, n=185) were independent predictors of emergency caesarean section 
(aOR 2.04, 95% CI 1.26-3.29, p≤0.05). Other predictors were ≥35 years of age, non-
white, previous caesarean, obesity and hospital site. No association was found 
between depression and elective caesarean section or assisted vaginal births 
(Bayrampour et al. 2015). Conversely a between group comparison of 424 women who 
completed a survey at 32 weeks gestation, indicated no difference in the rate of women 
undergoing an emergency or elective caesarean section and the level of fear of 
childbirth (Johnson and Slade 2002). Similarly a study of 1697 women in their third 
trimester of pregnancy completed a survey, of these 264 had symptoms of depression. 
No statistical difference between caesarean section or assisted vaginal birth and 
depressive symptoms were identified, only age ≥35 was statistically associated with the 
risk for caesarean section (OR 1.07, CI 1.04-1.10) (Wu et al. 2002). Another study of 
142 women who completed surveys in all three trimesters and six weeks after birth, 
found no statistically significant association between anxiety at any stage of pregnancy 
and birth by caesarean section (Kirby 2015). It is not known if the type or cause of fear 
experienced by women influenced the results. A meta-synthesis described several 
causes for fear of childbirth such as the fear of the unknown, pain, damage to 
themselves or their baby, ability to give birth and lack of control (Sheen and Slade 
2018).  
A relationship between antenatal anxiety and intensity of labour pain has been found. 
In a study 35 women completed questionnaires about anxiety and self-efficacy in late 
pregnancy. Higher anxiety levels were significantly related to higher levels of labour 
pain (p=0.05) and unexpectedly to greater cervical dilatation (p=0.03) on admission. 
This may be due to the small sample size as only 21 women were admitted in 
spontaneous labour. Women with higher anxiety reported less confidence in their 
abilities to perform relaxation techniques and high level of pain in labour and birth 
(Beebe et al. 2007). 
Symptoms of depression have been linked to physical health status. A study of 
pregnant women (n=1163) from a low socioeconomic black community consented to 
structured interviews, 51.9% (n=599) in the first trimester, 36.6% (n=422) in the second 
trimester and 11.5% (n=133) in the third trimester. Women with symptoms of 
depression (44.4%, n=516) were more likely to report their health as fair or poor 
compared to those without symptoms of depression. A significant reduction in the 
ability to climb stairs (aOR 1.95, 95% CI 1.46-2.60) and undertake moderate activities 
(aOR 1.74, 95% CI 1.30-2.32) was reported by women with symptoms of depression 
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compared to women without symptoms of depression. Reference was made to the 
correlation between poor health and depression with each one being the possible 
cause (Orr et al. 2007). Some women (11.5%, n=133) were recruited in the third 
trimester of pregnancy where these activities may have been more difficult, although 
this was adjusted for in the analysis along with smoking and age.  
An association between continued smoking in pregnancy and depression (OR 2.02, 
95% CI 1.50-2.17) and low education level (OR 4.46, 95% CI 2.27-7.32) was reported 
in a study of 4295 women from 15 countries who completed a questionnaire 
(Smedberg et al. 2015). Smoking itself is linked to a number of negative health 
conditions. A link between severe mental health disorders and smoking has also been 
reported. Data from the National Survey on Drug Use and Health in the USA compared 
women (n=8513) with and without depression who smoked in pregnancy. A higher 
proportion of women with major depression (aOR 2.50, CI 1.85-3.40) smoked 
compared to women without depression. Smoking increased during pregnancy in 
women with depression p=0.02 whereas there was a downward trend, although it did 
not reach statistical significance in women without depression (Goodwin et al. 2017). 
Reducing depressive symptoms alongside smoking cessation may increase the chance 
of stopping or reducing smoking, improving the health of mother and baby. Although 
socioeconomic circumstances may also contribute to rates of depression and smoking.  
Less explored areas include reported changes in the immune system of women with 
mental health problems. In a study of 454 women in early pregnancy, the 224 (49%) 
women positive to bacterial vaginosis had significantly higher levels of chronic stress 
than those without (p<0.01) the infection, even after accounting for sociodemographic 
and behavioural risk factors. Moderate-stress and high-stress groups were 2.3 times 
(95% CI 1.2-4.3) and 2.2 times (95% CI 1.1-4.2) more likely to have bacterial vaginosis 
than women in the low-stress group (Culhane et al. 2001). The duration of time women 
had endured stress was not reported. Complications of bacterial vaginosis are an 
increased risk of developing sexually transmitted diseases such as chlamydia, both of 
which increase the chance of premature labour and premature rupture of membranes 
(NHS Direct Wales 2019).  
Antenatal anxiety and depression are often precursors of postnatal mental illness. 
Pregnancy related anxiety concerning child health increased the likelihood of postnatal 
anxiety (p<0.05) in 345 pregnant women in a low-income ethnically diverse population 
(Blackmore et al. 2016). In addition a study of 992 mother-child dyads in a longitudinal 
study were assessed for self-perceived distress, and diagnosed anxiety based on 
DSM-IV in pregnancy. Women with anxiety but low self-perceived distress (n=177) had 
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a high risk of depression after birth (OR 2.1, 95% CI 1.4-3.2, p=0.001) compared to 
women without these conditions. This risk was increased (OR 4.8, 95% CI 2.1-11.2, 
p<0.001) in women if both anxiety and self-perceived distress (n=31) were present in 
the antenatal period (Martini et al. 2010). Likewise, a large study in Australia recruited 
women (n=35,374) at routine antenatal appointments and followed them up six weeks 
after birth. Of these 8.9% (n=3144) had an EPDS of >12 indicating antenatal 
depressive symptoms. Out of 12,034 women who completed the postnatal follow up, 
925 (7.5%) had symptoms of depression. Significant predictors of postnatal depression 
were antenatal emotional problems (aOR 1.39, 95% CI 1.12-1.73, p<0.01), EPDS >12 
(aOR 1.18, 95% CI 1.15-1.21, p<0.001) and previous mental health problems (aOR 
1.70, 95% CI 1.39-2.07, p<0.001) (Milgrom et al. 2008).  
2.3.2 Effects of poor mental health on the fetus 
Many of the long-term negative consequences for the child were originally thought to 
stem from postnatal mental health problems such as poor mother and infant bonding. 
Although true, it is now recognised a combination of genetic predisposition, antenatal 
stresses and stresses after birth from environmental and life experiences can increase 
the chance of mental health disorders in childhood and later life (DeSocio 2019). Of 
these, the antenatal period is thought by some to have the most important impact, 
when the majority of neurodevelopmental processes take place, and maternal mental 
health problems during this time are thought to alter the developmental process 
(Kinsella and Monk 2009; Glover 2014; Janssen et al. 2016; Londono Tobon et al. 
2016).  
It has long been known that drugs, viruses and alcohol pass into the placenta and have 
a detrimental effect on the fetus even if the exact physiology is unknown. The 
hypothalamic-pituitary-adrenal axis and cortisol production have also been implicated 
in fetal changes due to mental health problems. In the past two decades new areas of 
research into fetal programming, referring to changes in the environment in utero, 
during specific critical periods and epigenetics have been posed as possible causes of 
these long-term effects on the child (Glover 2014; Janssen et al. 2016). Emotional and 
behavioural problems (O'Connor et al. 2002) and attention deficit hyperactivity disorder 
and conduct disorder (Glover 2014) have been associated with epigenetics and fetal 
programming. In contrast, it has been suggested a certain amount of anxiety or stress 
are helpful. Stress is essential for normal development of major organs such as the 
brain (Gunning et al. 2010) and is required when faced with life threatening 
experiences. 
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2.3.3 Maternal mental health and the outcome for the baby and child  
A significant amount of research has linked depression in pregnancy and an increased 
risk of intrauterine growth restriction and preterm births, which are major causes of 
morbidity and mortality in infants and children. A meta-analysis of 29 articles found a 
significant association between antenatal depression and preterm birth (RR 1.13, 95% 
CI 1.06-1.21) and low birth weight (RR 1.18, 95% CI 1.07-1.30), but no significant 
association with intrauterine growth restriction. Some of the differences in the strength 
of associations between antenatal depression and low birth weight in developing 
countries (RR 2.05, 95% CI 1.43-2.93) compared to the USA (RR 1.10, 95% CI 1.01-
1.21) and European countries (RR 1.16, 95% CI 0.92-1.47) could be explained by 
socioeconomic status (Grote et al. 2010). Key limitations were noted with factors such 
as health care provision and lifestyle not considered.  
Of note are studies reporting the use of antipsychotics and antidepressants which 
could account for some of the above findings. Results from a study of 2793 pregnant 
women, 300 of whom were taking these medications, found outcomes depended on 
the type and duration of medication. Women taking benzodiazepines, such as 
lorazepam during pregnancy (n=85) were significantly more likely to have a preterm 
birth (p<0.001) and give birth to a low birth weight (<2500g) baby (p=0.001) but no 
association was found with small for gestational age. Women taking selective serotonin 
reuptake inhibitor medication (antidepressant) (n=138) were significantly more likely to 
give birth to a low birth weight baby but only when medication was commenced in the 
second or third trimester (p=0.015) (Calderon-Margalit et al. 2009). Analysis was 
adjusted for smoking but not over the counter or illegal drugs or compliance with 
medication. 
A recent study in Australia of 285 pregnant women with symptoms of anxiety and 
depression found no statistically significant association with preterm birth. Women were 
excluded if they had experienced severe suicidal ideation; it was not known how many 
this accounted for. Furthermore depression was assessed on the EPDS at a cut off of 
11, lower than the recommended level of 12/13 (Murray and Cox 1990), resulting in 
5.4% (n=45) of women with symptoms of depression. Limitations were noted with only 
5% preterm births which may have been inadequate statistical power to detect 
significant associations (Staneva et al. 2018).   
There is a known association between poor maternal mental health and mental health 
problems for the child and into adulthood. A study in Germany with mother and child 
pairs (n=992) reported maternal lifetime anxiety disorders was associated with child 
anxiety disorders such as phobias, generalised anxiety and OCD (OR 1.4, 95% CI 1.1-
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1.9). High self-perceived distress during pregnancy was not associated with child 
anxiety disorders, but was associated with preterm birth (OR 3.4, 95% CI 1.5-7.9), 
lower APGAR scores at birth, (OR 2.8, 95% CI 0.9-7.9, p=0.054), conduct disorder (OR 
5.0, 95% CI 1.2-21.3), and attention deficit hyperactivity disorder (OR 4.7, 95% CI 2.2-
10.0) (Martini et al. 2010). The authors suggest interactions between mother and baby 
after birth may influence and partially explain the psychological problems of the child. 
Maternal daily stress during pregnancy has been linked to negative outcome in their 
children. In a case control study, children from a large birth cohort indicated maternal 
daily stresses in pregnancy were linked to a significant increase in schizophrenia 
spectrum disorders in male children (n=95) (aOR 1.995, 95% CI 1.061-3.750, p=0.032) 
compared to offspring without schizophrenia spectrum disorders (n=206) (Fineberg et 
al. 2016). Suggested reasons were a link between male fetus and elevated maternal 
cortisol crossing the placenta. A large cohort study in Finland followed mother children 
dyads (n=10521) for over 40 years. Children of women with antenatal depression 
(n=1462) had an elevated risk for depression (aOR 1.5, 95% CI 1.03-2.2) compared 
with children of women without antenatal depression. Children of mothers who had 
antenatal depression and one parent with a severe mental disorder had an elevated 
risk (aOR 3.3, 95% CI 1.8-6.2) of developing severe depression or schizophrenia 
compared to children of mothers with only antenatal depression (aOR 1.2, 95% CI 0.8-
1.9) or severe mental illness (aOR 1.5, 95% CI 0.96-2.4) (Taka-Eilola et al. 2019). 
Paternal implications were inferred and a cumulative effect of poor mental health and 
severity played a part in the outcomes for children.  
Emotional and conduct disorders have been linked to mental health problems. A 
longitudinal study of mothers (n=6996) with self-reported anxiety and depression 
completed a postal survey at 32 weeks gestation. A significant increase in emotional 
and behavioural problems of children at 47 and 81 months of age were found. Higher 
rates were found at 81 months in boys (OR 2.16, 95% CI 1.26-2.89) compared to girls 
(OR 1.91, 95% CI 1.41-3.30). Rates were similar at 47 months of age suggesting a 
persistent effect (O'Connor et al. 2003). Autism has also been linked to maternal 
mental health problems. A retrospective cohort study of discharge records (8,951,763) 
indicated mothers with chronic depression had the highest relative risk of having a child 
develop autism compared to those with other psychiatric conditions (aRR 2.75, 95% CI 
1.38-5.51). Women were twice as likely to have a child with autism if they had 
diagnosed mood disorder, anxiety or schizophrenia (RR 1.97, 95% CI 1.83-2.12) 
compared with women without these conditions (Wieckowski et al. 2017).  
When assessing the long term effects of maternal mental health problems it is difficult 
to evaluate if the negative consequences were the result of genetic deposition, 
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problems during pregnancy, after birth or a combination. A random sample of women 
(n=171) from low socioeconomic communities was assessed for antenatal and 
postnatal depression in pregnancy. Interviews were conducted with women between 
the second and third trimester and at three and 12 months after birth. The study 
concluded the outcome for children of mothers who were depressed depended on 
whether depression occurred before or after birth. Of the 150 women surveyed three 
months after birth, 121 children were assessed for emotional and conduct disorders 
and IQ at 11 and 16 years of age. Postnatal depression significantly affected the IQ 
especially in boys (p<0.001) and was predicted by the extent of maternal depression 
after three months of age. However the complexity of assessing the timescale of 
depression in such small numbers requires larger studies (Hay et al. 2008). 
Postnatal mental health problems have been associated with poor mother infant 
bonding after birth. A large amount of research relating to mother infant bonding has 
been conducted. Bonding usually begins in pregnancy but most research focuses on 
bonding after birth. In one study 101 healthy mother infant dyads were assessed for 
postnatal depression and bonding. Depression symptoms four months after birth 
correlated with bonding at two (r =0.28), six (r =0.39), sixteen weeks (r =0.35) and 
fourteen months (r =0.28) after birth (Moehler et al. 2006). A survey of 79 mothers, 50 
of whom had symptoms of depression at four weeks postnatal, completed depression 
and bonding questionnaires at three time points. There was a significant inverse 
association between symptoms of depression at four weeks and bonding score at one-
four weeks (p<0.01), nine weeks (p<0.05) and at one year after birth (p<0.05). In a 
logistic regression model only the early bonding scores, not the low depression scores, 
predicted bonding at one year (p<0.01) (O’Higgins et al. 2013).  
Detrimental lifestyle factors can affect the child’s long term physical and emotional 
wellbeing. Parental mental health problems have been identified as one of the Adverse 
Childhood Events (ACE) acknowledged and identified by health visitors. Children who 
experience four or more ACEs are six times more likely to be smokers, which in turn 
leads to physical ill health later in life. They are also six times more likely to receive 
treatment for mental health problems themselves and are at increased risks of the 
other ACEs therefore possibly continuing a cycle of adverse conditions (Di Lemma et 
al. 2019).  
2.3.4 Maternal mental health and the effect on the family and society 
Family can also be adversely affected by their loved ones’ mental health problems. The 
negative effects of postnatal depression have been reported for decades. A small study 
of women with postnatal depression (n=60), 56 with severe depression and four with 
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minor depression was conducted. Surveys were completed by their partners (n=23), 
siblings (n=2), parents (n=2) and grandparent (n=1). Issues such as loss of work, 
leading to financial concerns and worrying about their partner resulted in stress which 
in turn put pressure on their relationship (Boath et al. 1998). Another survey in Finland 
consisting of 373 mothers and 314 fathers, reported poor dynamics between the 
couples where mothers had EPDS of ≥13 (13%) after birth. Women with depression 
had poorer family dynamics than non-depressed women (p<0.001) (Tammentie et al. 
2004).  
As well as the adverse physical and mental health consequences of poor mental health 
for the mother, child and family, an increase in utilisation of antenatal services by 
women with moderate to severe depression puts pressure on an already stretched 
NHS. Data relating to 200 women with symptoms of depression were matched with 
data from women without symptoms of depression during the same timeframe. High 
use of services was defined as four or more unscheduled visits during pregnancy or the 
first eight weeks after birth. Women with symptoms of depression were significantly 
more likely to use services compared to those without symptoms (aOR 1.12, 95% CI 
1.53-3.90). They were also more likely to have a history of depression (p<0.001), 
anxiety (p<0.001) or other mental health disorder (p=0.001) and smoke (p=0.022) 
compared to women who did not smoke (Grajkowski et al. 2017). Higher use of 
services in the postnatal period has also been recognised. Women (n=594) completed 
a postal survey at one, four and eight weeks after birth, those with symptoms of 
depression had a significantly higher number of contacts with their general practitioner 
at one month (p=0.004) and two months (p=0.01), public health nurses at one month 
(p=0.001) and two months (p=0.002) and walk in clinics at two months (p=0.008). 
General health (p=0.03), pain (p<0.001), and physical function (p=0.01) were also 
significantly lower in women with symptoms of depression compared to those without 
symptoms (Dennis 2004). To discover whether it is the physical or mental health 
problems which cause high service utilisation requires further investigation. 
2.3.5 Summary 
A review of the literature concerning the negative consequences of poor maternal 
mental health was conducted to assess the impact on mother, child, family and society. 
Severe mental health disorders undoubtedly have a major impact on the woman, family 
and child but the majority of research reports on the more prevalent conditions of 
anxiety and depression both before and after birth. 
Evidence points to pregnancy being a critical time in the perinatal period where poor 
mental health is associated with a negative impact on the mother and baby in utero. 
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Antenatal mental health problems have been associated with obstetric complications 
and an increase in caesarean section for birth, a higher rate of epidural and more 
painful labour. Counselling was important to reduce the negative birth experience of 
women with fear of childbirth. More importantly antenatal mental health problems are 
often precursors of postnatal illness. A growing understanding of the impact of 
antenatal mental health on the fetus has led to research studies examining the 
physiology behind these interactions. Inconsistent findings have arisen from research 
relating to premature birth, low birth weight and poor mental health. Poor physical 
health and unhealthy lifestyle choices have also been reported in conjunction with 
mental health problems. These interact with socioeconomic and environmental factors 
which in themselves could be the course of the negative consequences and therefore 
make it difficult to tease out actual cause and effect. 
Long term effects for the child have been reported including autism, schizophrenia and 
more commonly, emotional and conduct disorders. It is unclear if the link is between 
antenatal or postnatal mental health problems, parenting, environment or genetic 
factors or a combination of these. A wealth of research has also linked these conditions 
to postnatal depression and the lack of mother infant interactions.  
The consequences of poor mental health on the family, during pregnancy or after birth 
often led to strain between partners. There have also been suggestions that women 
with mental health problems are more likely to use services in the antenatal and 
postnatal periods, costing the health service time and money. Whether this is due 
primarily to their mental health or other coexisting health conditions again is unclear. 
2.4 Support network, self-efficacy and women’s mental health 
High social cohesion (a measure of how closely knit communities are) has a positive 
impact on those with poor mental health living in deprived neighbourhoods (Fone et al. 
2014). This is particularly important as the incidence of perinatal mental health 
disorders are highest in populations under severe socioeconomic stress (Glazier et al. 
2004; Anderson et al. 2006; Fone et al. 2014) and often the hardest to reach and least 
likely to benefit from specialised services. In order to understand elements which may 
influence women’s mental health during the antenatal period and possible protective 
factors, a systematic search was performed (Appendix 2). A total of 14 articles were 
identified and reviewed: they originated from Canada (n=6), USA (n=3), Australia 
(n=2), UK (n=2) and Iceland (n=1).  
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2.4.1 Social support for women with mental health problems 
Several studies have explored correlations between mental health problems and social 
support in pregnancy. A study recruited 150 low-income pregnant women to compare 
social support and avoidant coping against mood. Avoidant coping was significantly 
related to low social support (p<0.01) after adjusting for socioeconomic status and 
planned pregnancy. Avoidant coping contributed to 15% variance in symptoms of 
depression (Rudnicki et al. 2001). Avoidant coping is one of the negative coping 
strategies which are found in relation to depression. It involves avoiding situations 
rather than taking action to overcome them. Another coping strategy is rumination or 
repetitively thinking the same thoughts which are often negative. A study with pregnant 
women found those with symptoms of depression (n=21) showed perceived lack of 
social support (p=0.03) along with positive beliefs about rumination (p=0.002) were 
significant independent predictors of depression (Isa Alfaraj et al. 2009). Both negative 
coping strategies predicted depression to a greater degree than social support and 
require further research on interventions to reduce these negative trends.  
Pregnant women (n=119) with symptoms of depression were assessed against several 
screening tools for general health, stress, social support and relationships. Women with 
and without symptoms of depression had similar demographic characteristics of age, 
parity, years of education, employment and occupational status. There was less 
satisfaction with support (p<0.01) and a greater need for support (p<0.01) amongst 
women with symptoms of depression, possibly explained by women reporting fewer 
support networks (p<0.01). Amongst women with symptoms of depression, 49% had 
lived in Canada for less than five years, compared with 29.5% of women without 
symptoms of depression (p<0.05) (Zelkowitz et al. 2004). This could partly explain the 
lack of support networks and although a small study, indicates the need to improve 
social cohesion as a means of supporting mental health. Conversely, a large Canadian 
study of 5162 pregnant women from four maternity hospitals reported women born in 
Canada were more likely to suffer from antenatal depression when lacking social 
support (OR 4.14, 95% CI 2.69-6.37), whereas a lack of money for basic needs was 
associated with antenatal depression in immigrant women (OR 2.98, 95% CI 2.06-4.32) 
(Miszkurka et al. 2012). A convenience sample of women recruited in late pregnancy or 
soon after the birth of their baby (n=177) reported both a reduction in state (r =-0.308, 
p<0.001) and trait (r =-0.420, p<0.001) anxiety with higher levels of social support 
during pregnancy (Aktan 2012). Acknowledging associations are not the same as 
causality, which are often multifaceted. For example, an absence of support networks 
could be the cause of poor mental health or conversely the poor mental health led to 
the lack of networks. 
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A large cohort of 5271 pregnant women in Canada reported an association between 
higher anxiety and women’s first language other than French, higher medical risk, 
lower control, higher stress, lower self-esteem and more social support. The last factor 
was noted to be contrary to other studies. These included two groups of women, 
Canadian born French speakers who generally had higher income and were employed, 
as opposed to immigrants who were less likely to speak French, be unemployed and 
have low-income. Analysis was conducted for the whole cohort rather than between 
group analysis, which could explain findings which contradicted previous studies. 
Furthermore confounding factors such as ethnicity which have previously been 
associated with anxiety, were not accounted for and could explain some of the results 
(Schetter and Tanner 2012).  
2.4.2 Social support from partners, family and friends 
Several studies assessed support from different groups such as partners, friends and 
family. An Australian study recruited women in early pregnancy into a national 
postnatal depression program (n=1578) and found having supportive partners reduced 
symptoms of depression. Associations were found between depression symptoms and 
medical problems during the current pregnancy (OR 1.75, p<0.05), previous mental 
health problems (OR 5.482, p<0.001) and major life events (OR 3.411, p<0.001). 
Symptoms of depression were lower in women who were single or unpartnered than 
those with unsupportive partners (p<0.001), indicating the importance of checking the 
quality of relationship with partners (Bilszta et al. 2008). A longitudinal study exploring 
the predictors of mental and physical quality of life recruited women (n=473) at 36 
weeks gestation. Results indicated social support during pregnancy had a significant 
relationship with mental health (OR 0.32, 95% CI 0.02-0.58, p<0.05) (Emmanuel et al. 
2012). Similarly a survey of low-income pregnant women (n=25) recruited in early 
pregnancy found greater psychological wellbeing was related to stronger attachment to 
the woman's husband/partner (p<0.01), greater functional social support (p<0.05) and 
greater tangible support (p<0.01) (Zachariah 2009). In contrast women in early 
pregnancy (n=2052) were recruited to assess the effects of stress, socioeconomic 
status and social support on their emotional distress (anxiety and depression). Social 
support from friends and family showed a negative relationship with distress (p<0.05) 
and partner conflict showed a positive relationship with distress (p<0.05). 
Socioeconomic, stress and social support together explained 97% of the observed 
variance of distress (Glazier et al. 2004). Another study conducted structured 
interviews with 562 women at their booking clinic and compared two groups of women, 
one with (n=360) and the other without (n=202) symptoms of distress. Dissatisfaction 
with partner relationships and division of household tasks, lower education and 
unemployment were all significantly (p<0.001) associated with the likelihood of 
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screening positive for perinatal distress. The strongest influence was partner 
relationship (aOR 4.59, 95% CI 2.22-9.95) (Jonsdottir et al. 2017).  
2.4.3 Self-efficacy, self-esteem and mental health 
There is known to be a positive association between social support and cognitive and 
emotional states such as self-esteem and self-efficacy, which in turn influences 
physical and psychological health (Cohen 1988; Berkman et al 2000). Self-esteem 
relates to feelings of ‘being valued’ and self-efficacy is related to the extent to which 
individuals believe they can overcome challenges. These two are linked; feeling valued 
improves individual confidence and ability and being confident can contribute to a 
feeling of being valued (Ackerman 2020). 
Self-esteem has been defined as the extent to which an individual values or respects 
themselves (Mruk 2013). This often reflects perception rather than reality and can 
relate to how an individual perceives they are viewed. Feelings of esteem are thought 
to help people adapt to stressful life events and prevent depression (Cohen 1988; Mruk 
2013). 
Self-efficacy is an individual’s belief in their ability to complete a specific goal or task 
(Gallagher 2012; Maddux and Kleiman 2016) and has been described as temporary 
rather than a personal trait (Gallagher 2012). Low self-efficacy can lead to avoiding 
situations which an individual perceives they cannot control, dwelling on a lack of ability 
and focusing on events which may not happen, leading to an increase in distress 
(Bandura 1996; Ackerman 2020). Whereas, people with high self-efficacy have more 
confidence in themselves and see tasks as challenges to achieve (Maddux and 
Kleiman 2016), they are more likely to succeed and to overcome and recover from 
failure (Ackerman 2020). This may explain the association with reduced rates of 
developing depression and anxiety (Gallagher 2012; Ackerman 2020), with challenges 
seen as a test of their ability and a chance to improve rather than a source of stress 
and avoidance (Gallagher 2012).  
When undertaking the review of the literature, efforts were made to identify studies 
linking self-efficacy and self-esteem with poor mental health in the perinatal period, but 
only studies related to self-esteem were identified. A large telephone survey of 
Canadian women (n=1992), completed in the second trimester of pregnancy, found 
social support from family (p<0.05), support from partner (p<0.001), high self-esteem 
(p<0.001) and higher mastery (p<0.001) predicted fewer symptoms of anxiety (Akiki et 
al. 2016). Self-esteem had a greater influence on antenatal stress and depression 
symptoms than social support in a study with low-income women (n=318) in the USA. 
Satisfaction with social support and self-esteem significantly predicted depressive 
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symptoms when controlling for antepartum stress (95% CI -0.318-0.072; 95% CI -
0.343-0.144) (Jesse et al. 2014). A study in the UK differentiated between domains of 
self-esteem. Self-reported questionnaires completed by 129 pregnant women found 
lower personal self-esteem was a significant predictor of anxiety (p=0.01), but not lower 
general (p=0.88) or social (p=0.09) self-esteem. Similar results were found with lower 
personal self-esteem (p=0.001) being a significant predictor of depression but not lower 
general (p=0.80) or social (p=0.17) self-esteem (Jomeen and Martin 2005). 
2.4.4 Summary 
Low social support was shown to be significantly associated with anxiety and 
depression in several studies. Exceptions were one study where symptoms of 
depression were associated with a lack of basic needs rather than a lack of social 
support in a group of immigrant women. Women with unsupportive partners were 
shown to be significantly more likely to have elevated symptoms of depression than 
single women, indicating the need to detect troubled relationships during pregnancy. 
Self-esteem was considered a greater protective factor than social support in relation to 
depression, anxiety and stress. In addition personal self-esteem was significantly more 
important than social or general self-esteem in supporting mental health.  
2.5 Interventions and services to support women’s mental health 
Due to the negative impact of poor perinatal mental health, interventions are required 
to reduce the negative consequences to mother, baby, family and society. Women with 
pre-existing or severe mental health problems often have a team of specialists caring 
for them when they become pregnant and therefore support which they can access. 
For women with mild to moderate perinatal mental health problems support is provided 
mainly via their general practitioner in the form of medication or referral for 
psychotherapies such as cognitive behavioural therapy, as recommended by NICE 
(2014). However, the Lancet series concluded there was little research relating to the 
success of interventions for perinatal non-psychotic mental health disorders, apart from 
those related to postnatal depression (Stein et al. 2014).  
To understand the effectiveness of options available to support women’s mental health, 
particularly during pregnancy, a systematic search of articles assessing the impact of 
interventions was conducted (Appendix 3). A total of 47 articles were identified and 
reviewed: they originated from USA (n=24), UK and Ireland (n=10), Australia (n=9) and 
Canada (n=4). Due to the number of articles retrieved (n=47), a brief reference only is 
provided for pilot and feasibility studies, and effectiveness studies where no statistically 
significant results were found. 
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2.5.1 Psychological interventions 
Psychotherapy is recommended by NICE (2014) as a treatment for perinatal mental 
health problems, using current treatment manuals which provide details for content and 
duration depending on the condition being treated. NICE (2014) suggest two levels of 
intervention: low intensity led by a trained facilitator including the use of self-help 
materials or high intensity face-to-face interventions led by a qualified therapist, such 
as cognitive behavioural therapy (CBT). 
In several pilot studies CBT focuses on changing maladaptive patterns of thinking and 
behaviour and has shown some positive results when used in the antenatal period to 
reduce depression (Burns et al. 2013; Kim et al. 2014; Green et al. 2015; Milgrom et al. 
2015). A brief CBT intervention with women (n=34) who were pregnant or up to nine 
months after birth with depression was assessed. The intervention over one week 
included daily two hour group sessions of CBT, psychoeducation and topic 
discussions. Analysis showed a significant reduction in symptoms of depression 
(p<0.001) between pre to post intervention (Van Lieshout et al. 2017). Another 
randomised controlled trial (RCT) of pre and post intervention measure was designed 
to assess if a CBT intervention reduced depression. Pregnant women with EPDS of 
four to nine were classed as low risk and EPDS ≥10 high risk of depression. Women 
were randomly assigned to a six week, culturally tailored CBT intervention (n=72) 
including take home information and music to relieve stress, versus treatment as usual 
which comprised antenatal checks and education classes (n=74). Interviews were 
conducted at baseline, post intervention and one month follow up. Only 39 women in 
the intervention group completed the follow up interview. Between group comparison of 
high risk (EPDS ≥10) group indicated a significant reduction in symptoms of depression 
in the CBT (p<0.001) compared to treatment as usual group from baseline to follow up. 
Women with mild symptoms (EPDS 4-9) had a significant reduction in symptoms 
(p=0.04) from baseline to follow up in the CBT group. Women with moderate 
depressive symptoms did not see a significant decrease in symptoms, apart from 
African American women where there was a significant reduction in the depression 
scores in those receiving CBT (n=43) from baseline to completion of the intervention 
(p=0.02) and baseline to follow up one month later (p=0.04) (Jesse et al. 2015). In 
contrast a pilot of six individual CBT sessions lasting 10 minutes provided by an 
obstetrician (McGregor et al. 2014) and a three week self-guided CBT internet 
intervention (Loughnan et al. 2019) reported no significant decrease in depression 
scores. All studies with CBT showed good acceptance rates by the women.  
Other forms of psychotherapy have been assessed. Several pilot studies of pregnant 
women showed significant reduction in stress (Matvienko-Sikar and Dockray 2017) and 
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depression (Dornelas et al. 2010; Brandon et al. 2012; Lenze et al. 2015; Lenze and 
Potts 2017). A RCT assessed Behavioural Activation as a treatment for depression in 
pregnant women (n=86) in comparison to treatment as usual (n=77). Sessions were 
flexible to accommodate women’s preferences and delivered by phone, at the clinic or 
in the women’s homes. The intervention group showed significant improvement in 
symptoms of depression (p=0.04), anxiety (p=0.014) and stress (p=0.002) at three 
months postpartum (Dimidjian et al. 2017). Similarly a group of low-income pregnant 
women with symptoms of depression was assigned to either eight sessions of a brief 
interpersonal psychotherapy (n=83) or enhanced treatment as usual (n=85). Both 
groups showed a decrease in symptoms but there was a significant difference in the 
reduction of depression (p=0.02) and anxiety (p=0.05) symptoms at follow up in the 
intervention group. There was no control group to compare the intervention against, 
enhanced care as usual provided extra support for women with mental health problems 
which could explain the decrease in depression symptoms in this group (Grote et al. 
2015). A brief interpersonal psychotherapy intervention (n=25) was compared to 
enhanced usual care (n=28) amongst low-income pregnant women. Significant 
reductions in depression symptoms prior to birth compared to the usual care (p<0.003) 
were reported. At three months post intervention none of the women had symptoms of 
depression in the intervention group, compared to 70% of women in the usual care 
group (p<0.005) three months post intervention (Grote et al. 2009). Acceptability of 
CBT interventions was reported in two pilot studies (Dornelas et al. 2010; Lenze et al. 
2015).   
Attempts to treat anxiety and depression with psychological therapies have been 
around for decades, however mindfulness is a relatively new therapy based on 
meditation techniques. Pilot studies assessing feasibility and acceptability of group 
mindfulness interventions for women with symptoms of stress, anxiety or depression in 
pregnancy were identified. Overall the studies found a significant reduction in anxiety 
(Vieten and Astin 2008; Dunn et al. 2012; Byrne et al. 2014; Goodman et al. 2014; 
Guardino et al. 2014; Woolhouse et al. 2014), some reduction in stress felt by women 
(Dunn et al. 2012; Guardino et al. 2014; Beattie et al. 2017) and depression (Dunn et 
al. 2012; Goodman et al. 2014). Conversely Beattie et al. (2017) concluded there was 
no significant reduction in anxiety or depression. Acceptability was reported by the 
women and feasibility confirmed; however one study reported a high dropout rate 
(Dunn et al. 2012) and another required a degree of self-directed home study which 
was not well adhered to (Byrne et al. 2014).  
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2.5.2 Interventions focused on antenatal education and support groups 
Various group activities have been evaluated including antenatal parent education and 
support groups. A pilot study of an antenatal group designed to reduce anxiety and 
depression reported a significant reduction in symptoms (Thomas et al. 2014). A RCT 
of pregnant women with symptoms of depression were randomly allocated to either, 
twelve weekly, 20 minute peer support groups (n=22) or one hour interpersonal 
psychotherapy group (n=22). Despite women in the peer support group experiencing 
lower income, more symptoms of depression and receiving shorter group sessions, a 
statistically significant decrease in symptoms of depression (p=0.005) and anxiety 
(p=0.01) was reported in both groups (Field et al. 2013a). A study recruited pregnant 
women with and without depression and randomly allocated them to an intervention 
(n=71) or routine care (n=72). The intervention group received information regarding 
emotional health in booklet form, details of community networking opportunities and a 
self-help workbook which was discussed with a psychologist in weekly telephone 
support sessions. Women in the control group received community support and were 
given the self-help booklet once the study was complete. After controlling for baseline 
depression, symptoms of depression, anxiety and stress were significantly lower 
(p<0.01) in the intervention group 12 weeks after birth (Milgrom et al. 2011).  
In contrast, a RCT of vulnerable pregnant women receiving either, parenting education 
and stress reduction classes (n=10), stress reduction classes (n=9) or care as usual 
(n=12), reported no statistical differences between groups. Interviews with 22 (71%) 
women in both group interventions reported good acceptability although some thought 
the six week programme was too short (White et al. 2015). Evaluation of the same 
study indicated women (n=4) found it acceptable to attend a six week antenatal 
intervention. The intervention, based on psychological and practical techniques, was 
designed to reduce anxiety and promote wellbeing in a group of women assessed as 
vulnerable. Women reported overcoming barriers, building relationships, improving 
mood and group cohesiveness were important positive aspect of the intervention 
(Breustedt and Puckering 2013). 
2.5.3 Interventions focused on physical activities 
Yoga specifically for pregnant women has been the focus of several studies. A study 
assessing feasibility and primary outcomes of a RCT found yoga acceptable to women. 
Women (n=46) were assigned to an eight week yoga group or treatment as usual. No 
between group differences were described but both groups reported a decrease in 
symptoms of anxiety and depression. There was a significant reduction in negative 
affect in the yoga group compared to treatment as usual (p=0.011) (Davis et al. 2015). 
Similarly a RCT of yoga (n=29) or treatment as usual (n=22) for women during their 
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first pregnancy, reported little difference in anxiety or depression symptoms before and 
after the intervention (Newham et al. 2014). In contrast a feasibility study of a specific 
antenatal yoga intervention to treat symptoms of depression resulted in a significant 
reduction in symptoms of depression (Battle et al. 2015). Another RCT reviewed the 
effectiveness of yoga in a group of pregnant women with symptoms of depression 
(n=46) compared to social support (n=46) over 12 weeks. Findings indicated a 
decrease in depression (p=0.005) and anxiety (p=0.001) between the beginning of the 
first session and after the last session in the yoga group. A short term effect of yoga 
(pre to post first session) was also reported with a significant decrease in depression 
(p=0.01) and anxiety (p=0.001), which was not apparent in the social support group. In 
the long term there was a significant decrease in anxiety symptoms in both groups 
(p=0.001) and in depression symptoms in the yoga group (p=0.005) and support group 
(p=0.001), from the first day of the intervention to follow up, after the birth. The results 
suggest either intervention may reduce symptoms of anxiety and depression scores 
although there was no control group as comparison (Field et al. 2013b). 
Some studies have combined interventions. Findings from pilot studies of yoga and 
mindfulness showed a significant reduction in symptoms of depression (Muzik et al. 
2012) and stress and trait anxiety (Beddoe et al. 2009). Another study involving 
pregnant women with symptoms of depression evaluated a 12 weekly group of either 
combined tai chi and yoga (n=37) or treatment as usual (n=38). Demographics were 
similar in both groups, apart from lower education attainment and socioeconomic status 
in the tai chi/yoga group. There was a reduction in depression (p<0.001), anxiety 
(p<0.01) and sleep disturbances (p<0.05) from baseline to the end of the study in the 
tai chi/yoga group (Field et al. 2013c). This combination might have the benefit of mind 
and body relaxation. Three focus groups with four to five women in each were 
conducted with 14 women who had attended an antenatal yoga group in the previous 
six months. Themes identified were: yoga was used as a way of helping women with 
stress and depression symptoms, providing time to themselves and getting to know 
other mothers. Women stated they found yoga classes more beneficial than other 
antenatal classes as they could be active rather than sit and be ‘talked at’ (Kinser and 
Masho 2015).  
Other types of physical interventions have been assessed. Positive results were 
achieved from a self-selected group of inactive pregnant women between 13 and 31 
weeks gestation (n=56), who were randomised into one of three interventions. The first 
group was provided information on protection motivation theory (how people perceive 
and respond to threats), the second group received this information and an action plan 
and the third group an added coping plan. All focused on promoting exercise to reach 
36 
 
the Canadian recommendation of four sessions each week. After four weeks, results 
demonstrated an increase in vigour (p=0.001) and a reduction in anxiety (p=0.011), 
depression (p=0.004) and tiredness (p=0.01) (Gaston and Prapavessis 2013). Results 
were not presented for individual groups and there was no control group as 
comparison. 
2.5.4 Alternative therapies and other interventions 
Alternative interventions such as music and complementary therapies have been 
explored. Daily listening was effective in reducing anxiety and depression symptoms in 
a feasibility RCT (Nwebube et al. 2017). Acupuncture was assessed in a RCT of 150 
pregnant women, who were randomised into one of three groups, which took place 
over eight weeks. All groups demonstrated a reduction in symptoms of depression. 
There was a statistically significant reduction in depression symptoms in the 
acupuncture specific for depression group (n=52) compared to the group receiving 
nonspecific acupuncture (n=49, 95% CI 0.01-0.92, p<0.05) but no difference in the third 
group (n=49) receiving a massage (95% CI -0.10-0.76, p=0.13). Limitations noted were 
insufficient blinding of the acupuncturists whose expectations were lower in the group 
receiving acupuncture not specific for depression (p<0.01), however adding 
expectations as a covariant did not alter the results (Manber et al. 2010). 
A double blinded RCT evaluated fatty acid supplements as a treatment of stress. 
Women living in a low-income, high stress environment who self-reported stress were 
randomised between 16 to 21 weeks gestation into either receive two fatty acid 
supplements (n=43) or placebo (n=21) which were taken daily during pregnancy. 
Levels of stress between groups were similar at 24 weeks gestation but showed a 
significant difference (p=0.029) in stress in the intervention group at 30 weeks 
gestation after controlling for negative life events and depression. Cortisol levels were 
also lower at 30 weeks gestation in women receiving supplements (p=0.041) (Keenan 
et al. 2014). This simple intervention with a positive effect requires larger studies to 
replicate the findings and ensure safety in a pregnant population. 
2.5.5 Evaluation of existing services to support women’s mental health 
Several services provided by health and social care and third sector organisations have 
been evaluated to assess their effectiveness in supporting women with poor mental 
health. A qualitative study explored nine established one-to-one or group peer support 
projects which assist vulnerable pregnant women with complex needs, such as asylum 
seekers, young women or women with mental health problems in the UK. Interviews 
were held with 47 volunteers and 42 women. Women described the benefit of the 
volunteers being ‘like them’, they valued support by someone who knew what they 
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were going through, they also felt they could talk more freely than they would with 
professionals (McLeish and Redshaw 2015). Another qualitative study reviewed the 
same nine projects and an additional group and interviewed 47 pregnant women who 
had been supported by the projects. The findings indicated women benefited from 
improved mood and self-esteem and reduced anxiety and feelings of loneliness 
(McLeish and Redshaw 2017). 
The Perinatal Support Project was assessed in four areas in England. Women with 
mild to moderate mental health problems could self-refer or were referred by their 
midwife or general practitioner. After an initial assessment, women were supported 
through pregnancy and during the first year after birth by volunteer befrienders. The 
volunteers provide emotional support and signposting on an individual basis and 
encourage women to attend targeted support groups. A significant reduction in anxiety 
(p<0.001) and depression (p<0.001) and an increase in social support (p=0.007) were 
found in women supported by the scheme. An added benefit was a significant increase 
in the volunteers’ self-esteem (p<0.001) from the beginning to end of the intervention. 
Interviews with 13 recipients of the service reported positive results, feeling of 
acceptance and not being judged which made women feel supported and improved 
socialising (Coe and Barlow 2013). One service in Oxford offers multi-professional and 
multi-agency support and information for those with mental health problems. They 
provide health care professionals with training, support and referral options. A 
reduction in EPDS scores of 9.7 on average were noted in women with mild to 
moderate mental health problems using the service at the time of the review (Warriner 
et al. 2011). The number of women this pertains to is not described.  
A review of the effectiveness and acceptability of listening visits with low-income, ethnic 
minority mothers by health care providers took place in the USA. Women with 
symptoms of depression (n=19) received up to six home visits during the perinatal 
period. A statistically significant reduction in depressive symptoms was reported on 
three depression scales (p<0.01), from pre to post intervention. These remained 
significant (p<0.01) at the five month follow up (Segre et al. 2010). The small cohort, no 
control group and receiving Healthy Start support at the same time makes it difficult to 
know which intervention made the difference. In the UK health visitors have been 
trained to facilitate listening visits during pregnancy and postnatally and are 
recommended in Wales (All Wales Perinatal Mental Health Group and Community of 
Practice 2018) and in Northern Ireland (Public Health Agency 2017). However NICE 
(2014) removed listening visits from its latest antenatal and postnatal mental health 
guidance in 2014. Even though listening visits are delivered by health visitors in the UK 
38 
 
in the antenatal and postnatal periods to support women with mild to moderate 
depression, there appears to be little evidence to back its use.  
Australia has had an online support service for men and women in the perinatal period 
since 1980 where they can obtain information or ring a helpline staffed by volunteer 
and professional counsellors during daytime hours, Monday to Friday. Survey 
responses from the callers (n=124) between 1st May to 30th September 2013, mostly 
female (97%), were collated. Results were very positive, 95% (n=117) agreed they 
provided non-judgemental support and 94% (n=116) felt the service had helped them. 
The knowledge that the volunteers understood their concerns as they had ‘been 
through’ issues themselves was also seen as important (Biggs et al. 2015). An 
evaluation of a primary care, nurse led consultation to reduce perinatal mental health 
problems in Australia recruited 79 pregnant women with symptoms of depression. An 
initial phone call was followed by one to three face-to-face appointments. These 
included a mental health assessment and a brief intervention consisting of 
psychological strategies based on CBT and non-directive counselling, health promotion 
and suggestions to increase social support. Pre and post intervention scores showed 
significant decrease in depression, stress and anxiety (p<0.001). As this was a service 
model no control group was available as comparison (Harvey et al. 2012).  
2.5.6 Summary 
The review found interventions acceptable to women and no adverse outcomes were 
acknowledged. The majority were pilot, feasibility or studies with small sample sizes or 
had no control groups to act as a comparison. With the exception of the service 
reviews the interventions were designed specifically for evaluation of their effectiveness 
rather than ongoing interventions. Even though acceptable to the women who took 
part, the ability to provide the service on a long term basis is unknown.  
Several studies reported significant reductions in anxiety and depression symptoms 
after psychotherapy interventions and CBT. Psychotherapy and CBT require trained 
health professionals to provide the interventions, leading to limited availability and long 
waits for support. Yoga alone did not show a conclusive decrease in symptoms of 
depression or anxiety, but when combined with mindfulness it was more effective. 
Group antenatal education and support groups showed a significant decrease in 
anxiety and depression symptoms. With group activities such as yoga it is not known 
whether positive changes were the result of social aspects or the activity itself.  
Alternative interventions such as listening to music and acupuncture did report a 
significant reduction in anxiety and depression. The only study reviewed relating to diet 
reported supplements of fatty acids as reducing stress and cortisol levels. Of note, an 
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increase in exercise showed a significant reduction in anxiety, depression and 
tiredness. This low cost, short intervention could be recommended for the majority of 
the pregnant population. Many of the studies with the exception of acupuncture were 
small and warrant further investigation in larger cohorts to understand the possible 
short and long term benefits.  
Interestingly peer support was favoured by women in the review of existing services. 
Women reported being more open when talking to their peers. This was apparent 
whether face-to-face or via telephone. Health visitors have played a part in supporting 
women with mild to moderate depression using listening visits, though they have not 
been evidenced by research. Limited research on midwives or obstetricians providing 
interventions was found. 
Alternative suggestions have come from Australia where the idea of prevention or 
general wellbeing promotion has been provided. Their website Beyond Blue 
encourages mothers to complete the EPDS online and provides advice, information 
and contact details for support, dependant on results (Beyond Blue 2016). Evaluation 
of the service might provide another option for support. 
2.6 Women’s experiences of mental health problems during 
pregnancy 
Service provision for women’s mental health varies around the UK and accessing face-
to-face support depends on what is available locally. Psychological therapies have 
been shown to be the most effective for mild to moderate mental health problems as 
recommended by NICE (2014). Provision of support does not mean women are able to 
access this as they may not be aware they have a mental health issue. Mental health 
literacy is poor and women often assess their feelings as being part of their personality, 
thinking their mood is normal or trying to live up to unrealistic expectations (Kingston et 
al. 2015b). It is only when looking back they recognise they may have had a mental 
health issue (Kim et al. 2010; Boots Family Trust Alliance 2013). Increasingly the 
media are reporting articles concerning mental health in the general population to 
increase awareness and reduce stigma. Efforts are also underway to promote 
information regarding perinatal mental health, informing the public about conditions 
which can affect women during and after pregnancy (Kingston et al. 2014). 
To further understand what is known about the barriers and experiences women face 
with perinatal mental health problems a systematic search was conducted (Appendix 
4). Fifteen articles were reviewed; they originated in the UK (n=6), USA (n=4), Canada 
(n=3), Ireland (n=1) and Australia (n=1).  
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Several studies have explored women’s lived experience of poor mental health. 
Women described how their moods changed during the perinatal period with invasive 
thoughts, inability to function, irrational emotions and anxiety (Edge 2006; Bennett et al. 
2007; Boots Family Trust Alliance 2013). In a survey of women in the postnatal period 
(n=5332) 743 self-reported anxiety during pregnancy. Women with anxiety were 
significantly more likely to be admitted to hospital during pregnancy (p<0.001), received 
more antenatal checks (p<0.01) and were more likely to be worried about labour and 
birth (p<0.001) than women who did not report antenatal anxiety (Henderson and 
Redshaw 2013). A survey of postnatal women (n=4578) identified women with self-
reported antenatal mental health problems (n=352) were more likely to report postnatal 
mental health problems (OR 9.57, 95% CI 7.38-12.40) (Henderson et al. 2018). 
Identifying women with antenatal anxiety and providing support would benefit the 
women in reducing their fears of birth and possibly reduce the level of support required 
as a consequence of their anxiety. 
The reason for changes in women’s mental health include the pressure to do things 
right, hormonal changes (Boots Family Trust Alliance 2013), loss of control (Bennett et 
al. 2007) and guilt (Staneva et al. 2017). Other concerns reported were work pressures 
(Furber et al. 2009) and financial barriers, such as transport and childcare costs, and 
although not applicable to the UK, the cost of health care (Kopelman et al. 2008; Lee 
King 2014; Raymond et al. 2014). A loss of identity was identified in women with mild to 
moderate symptoms of depression. Interviews with six pregnant women explored their 
experiences of pregnancy. Women anticipated a change in their roles and the sense of 
responsibility at becoming a new mother. Physical changes, especially in the first 
trimester of pregnancy can impact women’s mood negatively; conversely some 
explained how ‘alive’ they felt. The public’s perception of pregnancy being a happy time 
contrasts with some women’s negative experience and can add to their negativity 
(McKillop et al. 2010). 
Women’s coping mechanisms to overcome such issues were explored in interviews 
with 24 pregnant women who self-reported mild to moderate mental health problems. 
Women used various self-help techniques to support their mental health such as, time 
alone, staying in bed, talking, exercise and information seeking. Conversely some 
women found the amount of information available about pregnancy caused worry and 
anxiety (Furber et al. 2009). Understanding women’s concerns in relation to information 
during pregnancy and after birth warrant further investigation to find a balance between 
enough information to be informed and able to make decisions and too much, causing 
anxiety. 
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Service provision for women with mental health problems and barriers to accessing 
care were explored in several studies. Stigma was reported as a barrier to seeking help 
(Jesse et al. 2008) and women were often reluctant to admit to feeling stressed at a 
time which society perceives as a happy event (O'Mahen and Flynn 2008; Raymond 
2009) or they feared other people’s reactions (Kopelman et al. 2008; Khan 2015). 
Family and friends were often told before health care professionals (Kingston et al. 
2015c). Women were reluctant to talk to health professionals about their feelings, less 
than a fifth stating they were completely honest when asked a question about their 
mental health and almost a third never confiding in them if they felt unwell (Boots 
Family Trust Alliance 2013). Women from black and ethnic minority groups were 
concerned about being labelled as having a psychiatric condition and being prescribed 
medication (Edge 2006). Women also expressed a fear of their child being taken away 
if they reveal their mental health problems to professionals (Boots Family Trust Alliance 
2013). In a study of 1416 pregnant women, those with symptoms of depression 
(n=183) were more likely to report long waiting lists for treatment (p<0.01), previous 
bad experiences (p<0.001) and transport issues (p<0.001) than women without 
symptoms of depression (Kopelman et al. 2008) in relation to antenatal care. 
Dissatisfaction with healthcare has been found in women with low-income who were 
pregnant or had just given birth (Jesse et al. 2008) and women with mental health 
problems (Henderson et al. 2013).  
Another barrier reported by women concerned the health care professionals not asking 
questions about their mental health, or if they did, the professionals did not know what 
to do about the situation (Byatt et al. 2013a; Higgins et al. 2016a). A national survey of 
5332 women found the majority (82%) were asked about mental health in early 
pregnancy and a similar proportion (84%) were asked about past mental health 
problems and family history and 90% were asked in the postnatal period (Henderson et 
al. 2013). Higgins et al. (2016a) reported a focus on the physical health of mother and 
baby, leaving women feeling mental health was not part of the system of care in the 
maternity services. One woman noted the fragmentation between mental health and 
maternity services. 
Women also noted a lack of trust (Jesse et al. 2008) reduced the chance of discussing 
mental health openly. Seeing the same midwife was thought to be important for women 
especially those living in areas of social deprivation, building a relationship before 
discussing the emotional side of pregnancy (Raymond 2009). Attending appointments 
for treatment can be difficult for women with mental health problems as they are more 
reluctant to leave their homes and therefore accessing help outside of the home could 
be an issue (Raymond et al. 2014). This is further hindered by long waiting lists 
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(Kopelman et al. 2008). Not all women chose to accept the help offered (Jesse et al. 
2008), possibly due to stigma or the barriers noted previously. Suggestions to 
encourage attendance include providing support in the obstetric setting avoids having 
to explain the need to others about why an appointment is in a different location (Jesse 
et al. 2014).  
2.6.1 Summary  
Women reported a variety of reasons for changes in mood and described how this 
impacted their lives. Both external and internal factors were mentioned. Women 
described self-care as a way of coping with their mental health problems. For women 
who required more support, several barriers were noted such as stigma and fear of 
expressing issues about their mental health. An emphasis on physical health was 
reported and an absence of opportunities to discuss mental health along with a lack of 
trust and relationship reducing the chance of women expressing concerns. If they did 
receive extra support long waiting lists and access were issues with appointments in 
different sites and little communication between mental health and maternity services.  
An overview of the 15 studies identified only three stating clearly that all data were 
obtained during the antenatal period. One interviewed women in the first and second 
trimester (6-26 weeks gestation), one in the second and third trimester and the third in 
all trimesters of pregnancy (7-39 weeks gestation). Six of the studies spoke to women 
in the postnatal period, the longest time period being two years after the birth. Two 
thirds of the studies either recruited women with, or attending services for, mental 
health problems or from low socioeconomic backgrounds or black Caribbean women.  
2.7 Midwives’ experiences of caring for women’s mental health 
In the UK women are mainly cared for by midwives during their pregnancy and the first 
few weeks after birth. As the main providers midwives are ideally placed to care for 
women’s physical and psychological needs (Hauck et al. 2015). Some of the concerns 
from women suggested barriers to accessing support for their mental health from 
healthcare professionals and services. Understanding healthcare professionals’ 
knowledge and experiences was important to assess problems from both perspectives. 
A systematic search of the literature was conducted to find studies related to midwives 
and perinatal mental health (Appendix 5). A total of 31 articles were identified and 
reviewed: they originated from the UK and Ireland (n=19), Australia (n=8), USA (n=3), 
and Canada (n=1).  
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2.7.1 Knowledge and skills  
Health professionals have reported a lack of skills and knowledge required to identify 
and manage women with mental health concerns (Rothera and Oates 2008; McCauley 
et al. 2011; Byatt et al. 2012a; Jarrett 2014). One study in the UK assessed knowledge 
and training needs of health visitors (n=276), midwives (n=468) and obstetricians 
(n=24) through four scenarios. Health visitors appeared more competent than midwives 
and obstetricians. Referral to mental health services by midwives and obstetricians was 
more likely than referral by health visitors (p<0.01). Obstetricians were less likely to feel 
it was their responsibility to manage mild (p<0.001) or severe (p<0.01) mental health 
disorders compared to midwives and health visitors. Furthermore midwives and 
obstetricians were more likely than health visitors to state they would request help in 
supporting women with mild disorders (p<0.001). When it came to training needs, 
fewer health visitors and obstetricians wanted skills developed compared to midwives 
(p<0.001) and health visitors required less advice on accessing support compared to 
midwives and obstetricians (p<0.001). Health visitors indicated they were more 
confident than obstetricians and midwives and required less support (Rothera and 
Oates 2011). It would be pertinent to look at their competence and training and assess 
its relevance for other health professionals.  
Midwives’ (n=815) understanding of depression was assessed in a large postal survey 
in Australia. Answering questions on a case study 63.3% correctly recognised 
depression and 82.4% correctly stated they thought the woman required assistance. In 
practice 69.1% of the midwives stated they screened women for symptoms of 
depression both before and after birth, 54.0% using the EPDS. Midwives suggested 
ways that could be used to support depression such as support from their partner 
(52.4%), family or friends (51.8%) and counselling (49.0%) during pregnancy, whereas 
interestingly in the postnatal period they suggested help should come from 
psychologists (68.2%), counselling (67.0%), psychiatrists (58.6%) and general 
practitioners (58.2%), perhaps an indication that depression is seen as more damaging 
in the postnatal rather than antenatal period. Similarly, where midwives suggested the 
use of antidepressants the majority stated they were appropriate for use postnatally 
(93.2%), just under two thirds (61.5%) suggested they were used in the antenatal 
period (Jones et al. 2011). No examples of midwives providing support were found in 
this search. 
A study from Australia using a survey design explored midwives’ attitude, skills, 
knowledge and experience of providing care for women with perinatal mental health 
problems. Of the 161 respondents, even though two thirds (65.0%) had more than 10 
years’ experience as a midwife, only 20.0% stated they had received mental health 
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education. Most midwives had looked after women with anxiety (77.6%) and 
depression (87.0%) and the majority reported their colleagues to be understanding, 
tolerant and helpful when caring for women with perinatal mental health problems. 
Worryingly the least important skills recorded by midwives were suicide risk 
assessment and mental status examination. Conversely they reported psychological 
and mental health in their assessment of wellbeing. This could be due to the wording 
‘risk assessment’ and ‘mental status examination’ sounding like medicalised formal 
assessments, and a lack of mental health training (McCauley et al. 2011).  
As well as a lack of confidence and knowledge being a barrier to supporting women’s 
mental health, insufficient communication between services has been reported. Focus 
groups with 28 health care professionals suggested discussions between mental 
health, maternity and pharmacy lacked consensus over prescribing medication for 
women’s mental health problems, requiring training to ensure women receive better 
care (Byatt et al. 2013b).   
A number of studies have concentrated on student midwives’ knowledge and 
experience. In McCann and Clark’s (2010) study, a vignette of a woman with 
schizophrenia was used in Australia to assess direct entrance students’ knowledge at 
the beginning of their course. Understandably the results showed students’ (n=38) 
knowledge was at the same level as lay person. The students recognised the woman 
had a mental health problem and needed professional support and had some 
knowledge of antidepressants and antipsychotic medication but did not know of the 
consequences of poor mental health. Reassuringly a study of third year student 
midwives (n=9) showed an awareness of mental health problems, antenatal mental 
health problems and had some knowledge about the stigma felt by women. A disparity 
was reported between students’ and qualified midwives’ knowledge; students reported 
having concerns about women with mental health problems which were dismissed by 
qualified midwives. Students also reported qualified midwives being afraid of 
discussing mental health in case they ‘opened a can of worms’. Gaps were noted in 
students’ knowledge in relation to looking after women with severe mental health 
problems, stating they were scared and not trained to deal with situations where 
women become aggressive (Phillips 2015).  
An exploratory study in the UK of seven final year student midwives described how 
they observed women’s attitudes and behaviours as a way of assessing mental health. 
They suggested the words ‘anxiety’ and ‘depression’ were replaced with ‘emotions’ and 
described the direct questions such as ‘Have you had depression?’ as too harsh. One 
student mentioned being frightened by women with severe mental health problems, 
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perhaps an indication of a lack of training or support when caring for women (Jarrett 
2014). From this small study it is difficult to generalise the findings. A more recent UK 
study reviewed student midwives’ understanding of antenatal anxiety via a survey 
(n=25) and individual interviews (n=7). Anxiety was seen as a normal part of 
pregnancy, unlike depression, and was not a priority in antenatal clinic. Students 
demonstrated an understanding of their role in assessing women and were keen to 
gain knowledge, both clinical and theoretical, in the subject (McGookin et al. 2017). 
Encouragingly findings from the studies indicated students’ knowledge and confidence 
were better than qualified midwives. In light of these small cohorts, further research is 
required to understand and tease out the differences between students and midwives’ 
knowledge and experiences in order to provide training to support midwives in their 
clinical practice.  
2.7.2 Asking questions  
Several studies have described midwives’ experiences of asking questions about 
perinatal mental health. These are mostly concerning the initial questions at the 
booking visit. Limited time to screen women was an issue raised in several studies by 
health care professionals (Lees et al. 2009; Edge 2010; Jones et al. 2012; Rompala et 
al. 2016). If concerns arose midwives did not provide appropriate support (Higgins et 
al. 2016a), often because they did not know where to refer women (Byatt et al. 2012a; 
Rompala et al. 2016) and similar issues were reported by health visitors (Jomeen et al. 
2013).  
A qualitative study in the UK asked eight midwives about their experience of asking the 
Whooley questions (described in chapter one). Midwives appeared to lack an 
understanding of the purpose of the questions or thought it inappropriate and 
insensitive to ask them verbatim. Some midwives expressed real fear that they did not 
know what to do if a woman disclosed a mental health issue. A lack of time especially 
at the booking visit was mentioned, as well as the numerous other questions they were 
expected to ask (McGlone et al. 2016). Similarly midwives were observed conducting 
the ‘booking visit’ at a clinic in Australia. This showed midwives varied their approach 
when asking questions on sensitive topics such as domestic violence, mental health 
and relationships. Nine out of the 34 midwives introduced this section of questions and 
explained the reason for asking them. Some midwives asked questions in a direct 
manner whereas a more relaxed approach was used by 21 of the 34 midwives, which 
appeared to enable a better discussion between the woman and the midwife (Rollans 
et al. 2013). Another study in Australia commenced after the introduction of a 
structured antenatal psychosocial assessment. Midwives (n=18) described the stress 
they felt when asking the questions which was aggravated by a lack of support. The 
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issues became worse over time leading to unhealthy coping strategies such as drinking 
too much (Mollart et al. 2009). It is concerning that the introduction of new guidelines 
caused such distress to midwives however the numbers were small and it was the only 
study reviewed that explored midwives’ feelings in relation to asking questions about 
mental health.  
The views of mental health professionals (n=3) health visitors (n=13) obstetricians 
(n=14) and midwives (n=84) were collected from focus groups, interviews and 
questionnaires in the UK. A lack of consistency in following the NICE (2007) guidelines 
by all health professionals was reported whilst the majority of the health visitors and 
obstetricians were aware of the guidelines, only the health visitors mentioned the use 
of the EPDS (Lees et al. 2009). Similarly a study reported health care professionals’ 
understanding of mental health among black Caribbean women, consisting of 42 
professionals, 25 of whom were midwives. Findings included health professionals not 
following guidelines set out by NICE (2014), such as refusing to use the EPDS. In 
addition one hospital doctor stated they were more concerned about pre-existing 
physical conditions such as diabetes, than previous postnatal depression (Edge 2010). 
Guidelines have been instigated to assist midwives and other health professionals 
assess women’s mental health. Additional research is needed to highlight why they are 
not being followed and if alternative guidelines or training are required to enable an 
assessment of women’s mental health. 
In contrast a study reviewing experiences of students in their final weeks of their three 
year midwifery training (n=33) in the UK, reported they always asked pregnant women 
questions about current and past mental health problems at the booking clinic. Over 
90% stated they felt confident asking the questions and 97% stated women had 
disclosed issues. Yet when it came to caring for women 64% of the students did not 
feel confident looking after women with severe mental health problems whereas they 
rated their confidence higher in looking after women with complicated pregnancies 
such as pre-eclampsia (78%) and gestational diabetes (85%) (Jarrett 2015). Possibly 
the frequency and structured nature of asking questions in the booking appointment 
helped students feel confident. Whereas looking after women with severe mental 
health problems outside this appointment, is a less common event, requiring longer 
period of time not only for students but qualified midwives to gain experience and feel 
comfortable. 
2.7.3 Education and training  
The Royal College of Midwives (RCM) proposed every maternity service should have a 
specialist mental health midwife. The remit of these specialists was to provide expertise 
47 
 
and act as a source of knowledge and support. The RCM recognised specialist 
midwives would not care for all women with mental health problems and recommended 
it would be the responsibility of every midwife to support women’s mental health and 
suggested training was required (The Royal College of Midwives 2016). This call was 
repeated in 2018, expressing the need for specialist midwives and training in perinatal 
mental health (The Royal College of Midwives 2018). Further, several reports have 
recommended training in perinatal mental health care should be delivered to all 
professionals involved in the care of women during pregnancy and the first year after 
birth (Mental Welfare Commission for Scotland 2016; National Institute for Health and 
Care Excellence 2016; Maternal Mental Health Alliance 2019) .  
Midwives have consistently requested further training in perinatal mental health 
(Stewart and Henshaw 2002; Byatt et al. 2012a; McGlone et al. 2016) and other health 
care professionals have reported the same (Byatt et al. 2012a). When assessed, health 
professionals’ knowledge of perinatal mental health is poor. In a study in Australia of 
midwives’ (n=815) knowledge of antenatal and postnatal depression, around half 
provided incorrect answers to statements provided relating to risk factors and treatment 
(Jones et al. 2011), however the questions were very specific, for example, the ‘What is 
the proportion of antenatal depressed women who attempted suicide in the postpartum 
period?’ 
A pilot study was developed to improve maternity staff awareness and increase their 
confidence in identifying and managing mental health problems using the Whooley 
questions recommended by NICE as a quick way of assessing women’s mental health 
(National Institute for Health and Care Excellence 2014). Midwives (n=23) and other 
health professionals (n=103) attended two, three hour sessions. Pre and post survey 
response reported all health professionals’ confidence was significantly increased 
(p<0.01) (King et al. 2012). It is not surprising that knowledge and confidence improved 
with training. It might be more important to assess the long term effect of training to 
assess if it is translated into clinical practice. This was reported in one study, a one day 
training for midwives (n=187) in the UK aimed at increasing their knowledge, 
confidence and attitudes showed midwives’ confidence had increased, additionally the 
content of information in the maternity records had improved (Ross-Davie et al. 2007).  
Pre-registration midwifery education programmes are required to provide education on 
the psychological aspects of midwifery (Nursing and Midwifery Council 2009). Several 
studies have reviewed pre-registration midwifery modules. Higgins et al. (2016a) 
assessed a module which aimed to improved students’ confidence at speaking and 
listening to women. Pre and post training questionnaire with student midwives showed 
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a statistically significant (p<0.001) improvement in their understanding of perinatal 
mental health and reported it was applicable to their clinical practice. Suggested 
improvements to the course were more role play and practical group work to improve 
confidence. The training was 30 hours, suitable for preregistration students but might 
be too long and presumably expensive for all staff involved in maternity care to commit 
to as a continued professional development course.  
Increased confidence in caring for women’s mental health was reported by two final 
year student midwives who had completed a module designed for second year student 
midwives in the UK. The module focused on weekly varied topics, multidisciplinary 
teaching, and speakers including women with lived experience of mental health 
problems and specialist mental health professionals. Evaluation of the module showed 
an increased understanding and awareness of how midwives can promote wellbeing. 
The second student stated how she had thought prior to the course that a few sessions 
would be enough but had underestimated the complexity of perinatal mental health 
(Davies et al. 2016). The effectiveness of a training package designed with two service 
users who had psychosis and depression diagnoses has been assessed. The blended 
learning included e-learning, reflection and face-to-face sessions. Evaluation of the 
package by student midwives suggested the combination of learning strategies 
including seeing the problems from the view of women was useful for practical 
application of the skills. Furthermore the time frame between sessions allowed 
opportunities to reflect on the content (Larkin et al. 2014).  
2.7.4 Summary 
This section reviewed the experiences of midwives and student midwives, who 
acknowledged a lack of confidence when it came to discuss mental health with women. 
Similarly other health care professions also found it a barrier to providing mental health 
care. Midwives’ understanding of anxiety and depression were higher than that of 
severe mental health problems. Furthermore postnatal depression was understood 
better than anxiety. Yet having knowledge of the conditions did not translate to 
confidence about talking to women. Health visitors were reported as being more 
competent and requiring less support than obstetricians and midwives. Whether this 
was due to training or experience was not explored. Unsurprisingly students entering 
training were reported as having a lay person’s perspective of perinatal mental health, 
whereas those at the end of their training appeared more knowledgeable. In contrast 
several studies noted student midwives reported feeling scared of women with severe 
mental health problems, an area in which further training is required. 
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Other barriers to providing support were fragmented care between maternity and 
mental health services and limited times to discuss issues, also students reported that 
qualified midwives were reluctant to ask questions in case women disclosed a problem. 
There was no consensus about how to ask questions with some midwives being direct 
in their approach and others varying the way they discussed sensitive topics. Caution 
was advised when introducing new topics to discuss with women at booking and the 
importance of training to prevent negative effects on the midwives. 
An obvious lack of training was felt by midwives and student midwives, who were much 
more aware of how to care for physical conditions than mental health. Along with 
several studies and national reports calling for training for health care professionals, 
the RCM has also recommended perinatal mental health training for all midwives. 
Multidisciplinary teaching, varied methods and participation from women with lived 
experience were reported to be engaging for the students, although all training resulted 
in improved knowledge and confidence at the end point. Much of the education and 
training that has been evaluated was often developed for research itself and not part of 
routine preparation for supporting women’s mental health, therefore sustainability was 
not assessed. Furthermore Legere et al. (2017) stressed there was no research to 
suggest the best way to train health care professionals to support women’s mental 
health. 
2.8 Conclusion and rationale for the study 
Evidence from the literature suggests, regardless of the severity of poor mental health 
during the perinatal period, that there are negative consequences for the mother and 
child leading to a knock-on effect for the family and cost to the economy. Studies have 
recognised the antenatal period as being a crucial time for the development of the 
fetus, which can lead to negative outcomes for the baby, as well as resulting in an 
increased chance of mental health problems for the mother after birth. Women with 
severe mental health problems are supposed to have a package of care in place to 
support their mental health including extra support during pregnancy from the PNMHT, 
if they are available in the Health Board where they book their care for pregnancy.  
Social support was shown to be beneficial to women’s mental health, specifically 
anxiety and depression. Low self-esteem was found to be more strongly associated 
than low social support in relation to poor mental health. High self-esteem and self-
efficacy are important protective factors in relation to mental health.  
Alongside social support recommendations, NICE (2014) suggest the use of 
psychotherapy or CBT, which had a significant impact on decreasing anxiety and 
depression and was acceptable to women but there was often a long wait for 
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treatment. Other interventions have been assessed with differing degrees of success, 
such as yoga, antenatal education, music and complementary therapy, although the 
studies were small. One study evaluating exercise showed a significant improvement in 
both mental and physical health, however the mechanism for improvement would 
benefit from further exploration. 
Service provision for women with poor mental health in Australia and the UK were 
evaluated well, with online telephone services and volunteer support, showing positive 
results and was acceptable to women. In addition peer support from volunteers with 
experiences of poor mental health was rated highly by women, as they felt their 
condition was understood. Such volunteer support was rated higher by women than 
when offered by health care professionals.  
Women discussed limited conversations about mental health due to barriers including 
stigma, lack of time and knowledge about mental health problems. Student and 
qualified midwives similarly mentioned time as a barrier and lack of training leaving 
them reluctant to ask questions. Midwives repeatedly mentioned further training would 
be beneficial, this was also recommended in several reports. 
Information from the literature review was used as a basis for this study design 
(Chapter three). Research assessing women’s experiences of poor mental health has 
focused on women from minority groups. The literature review highlighted that there is 
a distinct lack of research relating to this topic in Wales. Of the studies reviewed, only 
one conducted in the UK interviewed women in pregnancy and even this study 
recruited women who had been referred to the specialist community midwife. Therefore 
this study intended to focus on a general population in South Wales to assess any 
differences in this particular cohort of women. This study aimed to fill a gap and explore 
women’s experiences when living with mild to moderate mental health problems and 
women who do not fit the criteria for specialist care and the barriers they face 
accessing support (Chapter five).  
The survey phase of this study further aimed to provide information on the number of 
women who have poor mental health at this crucial time in their babies’ development. 
An exploration of the significance of sociodemographic, self-efficacy and social support 
intended to understand the impact on women’s mental health. As literature has been 
mainly collected during the postnatal period months or years after the birth of their 
baby, interviews planned to capture women’s experiences during pregnancy to ensure 
a more accurate recollection of events (Chapter four).  
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Little research has been undertaken to view services from the perspective of the 
women and health care professionals concurrently. As midwives are the main providers 
of care during pregnancy, it was important to understand whether they felt equipped to 
support women’s psychological, as well as physical health. Previous studies 
concentrated on student midwives’ experiences, or midwives’ conversations with 
women at the booking appointment. To better understand midwives’ experiences, 
surveys were planned with midwives working in the same Health Board, including 
newly qualified to experienced midwives, working in various clinical and management 
settings to gain an overview. An in-depth discussion with midwives aimed to explore 
areas of concern in depth, to assess the barriers to providing care and support that 
women require during this critical timeframe in their lives (Chapter six). 
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Chapter three – The research process 
3.1 Introduction 
This chapter provides details of the research process. The aims and objectives are 
outlined and a rationale for choice of methods described. Discussion regarding the 
development of the women’s and midwives’ questionnaires is followed by a review of 
other data collection methods, namely interviews, focus groups and visual data 
collection tool. A statistical analysis plan is presented. Finally, the choice of recruitment 
site is described and permissions process which considers the ethical implications 
including consent, confidentiality, psychological distress and data management. 
3.2 Study aims and objectives 
Aim 
The aim of the study was to assess the prevalence of poor perinatal mental health in 
pregnancy and its relationship to sociodemographic characteristics, self-efficacy and 
perceived social support. It also aimed to understand the experiences and barriers 
preventing women with mild to moderate mental health problems in pregnancy from 
receiving help and to explore midwives’ understanding of their role in relation to 
perinatal mental health.  
Objectives 
1) To describe the prevalence of perinatal mental health problems and the 
relationship to sociodemographic characteristics, self-efficacy and support 
networks. 
2) To explore the experiences of pregnant women in relation to their mental 
health. 
3) To explore midwives’ experiences of supporting women’s mental health during 
the perinatal period. 
Purpose 
Contribute new knowledge relating to the needs of women with perinatal mental health 
disorders, current access to support, particularly among women who do not meet the 
criteria for local perinatal mental health services and provide an understanding of 
midwives’ training and experience of caring for women with perinatal mental health 
disorders. 
3.3 Study design 
Having determined the purpose of the study, attention turned to choice of data 
collection tools and methods of data analysis (Whittemore and Melkus 2008; 
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Bengtsson 2016). The decision to use multiple methods was based on the need to 
answer all the aims of the study and a review of previously used methods in the 
literature on the topic of perinatal mental health (Johnson et al. 2007; Gilbert 2008; 
Silverman 2010).  
Mixed methods, multi-strategy (Gilbert 2008) or multi methods (Tashakkori and Teddlie 
2010) have been described as the third major research approach along with qualitative 
and quantitative research (Johnson et al. 2007). This approach involves linking the 
methods, methodology and philosophy (Tashakkori and Teddie 2010). Most debates 
suggest it contains a combination of qualitative and quantitative methods (Johnson et 
al 2007), however critics have argued it could comprise two forms of qualitative or 
quantitative methods (Gilbert 2008; Moran-Ellis 2006). An increase has been seen in 
the use of mixed methods in education and health research (Moran-Ellis 2006). 
Traditional gold standard randomised control trials now often have an element of 
qualitative ‘patient experience’ data to understand social circumstances surrounding 
the subject matter (Silverman 2010) and process evaluation to aid in the interpretation 
of trial results.   
The advantage of using a combination of qualitative and quantitative methods of data 
collection was to provide a comprehensive understanding of the experiences of 
perinatal mental health in pregnancy (Johnson and Onwuegbuzie 2004; Creswell 
2014). Few studies have explored perinatal mental health from the position of the 
midwife and mother simultaneously, therefore pregnant women and midwives were 
recruited to provide an overview of experiences and service provision from different 
perspectives (Figure 3.1). Johnson et al (2007) suggest this provides richer data, more 
confidence in the results and offers reassurance the findings are related to the topic 
rather than the method. 
Qualitative and quantitative methods have traditionally arisen from different paradigms, 
with criticism aimed at the use of mixed methods suggesting the two cannot be 
combined (Brannen 2005). Current thoughts suggest a pragmatic view of the world fits 
well with mixed methods designs (Johnson et al 2007; Creswell 2014) providing a 
different view of the world and different forms of data collection and analysis (Creswell 
2014). Pragmatists try to explain practical experiences and observed findings to help 
understand a phenomenon. Johnson and Onwuegbuzie (2004) suggest this offers a 
middle position philosophically and methodologically.  
 
Equal status was given to each method of data collection and analysis in this study. 
Sequential design was used for the women’s phase of the study with a self-completed 
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questionnaire designed to assess the prevalence of perinatal mental health and its 
relation to sociodemographic factors, self-efficacy and perceived social support. 
Recruitment into the survey phase of the study also provided an opportunity to invite   
women to indicate their interest to participate in a follow up interview. 
      
The midwives phase was a sequential design with the focus group topic guide based 
on the findings from the questionnaires. These were designed to ascertain midwives’ 
experiences and training relating to perinatal mental health, self-completed 
questionnaires were chosen, with focus groups to expand on topics identified.  
The women’s interviews and focus groups with midwives were undertaken 
concurrently, utilised to build an overall picture of women’s experiences of mental 
health during the perinatal period alongside service provision (Richens and Smith 
2011; Creswell 2014).  
3.3.1 Screening tools to detect mental health problems 
A systematic process was used to search the literature for screening tools suitable for 
use in the pregnancy questionnaire to detect anxiety and depression symptoms 
(Appendix 6). To ensure screening tools were suitable for purpose, only literature 
reporting reliability and validity of screening tools were reviewed. Reliability relates to 
Figure 3.1 Data collection and analysis. 
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its consistency and validity refers to the sensitivity and specificity, and whether the tool 
measures what it sets out to measure. High levels of sensitivity and specificity of 
screening tools are important to correctly identify women with mental health problems, 
while not leading to larger numbers of ‘false positive’ results. In this instance validity is 
often assessed against the gold standard of clinical diagnosis by a suitably qualified 
professional against the DSM or International Classification of Diseases (ICD) (World 
Health Organisation 1992).  
Criticism has been aimed at the DSM due to the somatic questions which often relate 
to normal physiological changes of pregnancy, for example increase in weight and 
appetite, and lack of sleep or energy. These need to be taken into account to avoid 
over diagnosis of mental health problems (Matthey and Ross-Hamid 2011). A review of 
118 women compared the Mini International Neuropsychiatric Interview, against DSM 
diagnostic classification and indicated it had good psychometric properties. The 
interviews were completed during the second and third trimester and included an 
added question asking if the women thought the symptoms were due to physical 
changes of pregnancy. Rates of major depression were shown to drop 6.8%-1.7% if 
pregnancy was added as an exclusion from DSM-5 diagnosis of depression. With 66% 
of those deemed to have major depression stating a significant number of their 
symptoms were due to normal changes in pregnancy (Matthey and Ross-Hamid 2011). 
Anxiety was also shown to be affected, but to a lesser extent.  
There are several options for administering the screening tool, traditionally pencil and 
paper were used but more recently there has been a move to technology based 
methods. Not only is it becoming more acceptable to utilise technology to collect data, 
it reduces the need for natural resources and less physical space is required to store 
the data. Using technology also means large amounts of data can be collected 
(Haberer et al. 2013) reducing the need for face-to-face recruitment into studies. Initial 
findings from one study, reported 121/325 women (58%) preferred using technology 
such as a tablet to answer questions related to mental health (Kingston et al. 2017). 
Several of the screening tools themselves are already readily available online, one site 
having eight screening tools for anxiety (Anxiety testing.com 2017) and it is feasible 
women have already filled them in and worked out their scores. There have been 
worries this may lead to self-referral and overwhelming work for health professionals 
(Haberer et al. 2013). 
The use of technology may also help to reduce the errors made by researchers when 
scoring screening tools. In one study, when checked, 92.9% of the EPDS were scored 
incorrectly by one point and 6% by three points. This did not result in a negative impact 
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for the women, as the disparity between reported and true scores were small. To 
improve accuracy a template or reverse scoring was suggested (Matthey et al. 2013a). 
There are many advantages of using technology, however for small studies paper and 
pencil may be more practical (Rose and Devine 2014) and preferred by women 
(Brugha et al. 2016). 
Attempts have been made to use automated telephone interviews as a method of 
assessing mental health with screening tools which help to overcome literacy 
problems. Only half of those identified as depressed requested further support (Kim et 
al. 2007). This could be because there was no one to assess their mental state at point 
of contact and suggest support. Furthermore computer or paper based questionnaires 
were preferred over telephone options (Kingston et al. 2015a). 
3.3.2 Screening tools to detect symptoms of depression 
The DSM-5 describes depression, also known as major depressive disorder or clinical 
depression, as a common and serious mood disorder (Shelton 2019). Both the DSM-5 
and the ICD-10 described depression as a combination of five or more symptoms 
experienced each day for the past two weeks, these include depressed mood, reduced 
energy levels and loss of interest and enjoyment (World Health Organisation 1992). In 
addition the NHS classes moderate depression as symptoms lasting for more than two 
weeks. Numerous screening tools have been developed and adapted some of which 
are discussed below (Table 3.1). 
The Edinburgh Postnatal Depression Scale (EPDS) 
The EPDS was originally designed for use in the postnatal period but it has more 
recently been used during the antenatal period (Hayes 2010) and also in the general 
population (Matthey and Ross-Hamid 2012). It has since been translated and validated 
in more than 23 languages (Breedlove and Fryzelka 2011), making it one of the most 
widely validated and used screening tools both in the UK and abroad for detecting 
symptoms of depression and has been validated in the postnatal period as well as 
each trimester of pregnancy (Kozinszky and Dudas 2015). However most systematic 
reviews of the EPDS focus on its use in the postnatal period (Eberhard-Gran et al. 
2001; Gaynes et al. 2005; Gibson et al. 2009; Breedlove and Fryzelka 2011). 
The suggested cut off score (the score above which moderate to severe depression is 
suspected) as low as nine or 10 has been used for research but when followed up 
many women were found not to be depressed (Cardone et al. 2006). A generally 
agreed cut-off score of 13 does not appear to miss women who need extra support, 
when assessed against a psychological interview (Matthey et al. 2006). The EPDS has 
also been used to assess depression severity with cut off scores of 0-6 nil, 7-13 mild, 
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14-19 moderate, 20-30 severe, assessed against the Beck Depression Inventory (BDI) 
which already had a validated severity scale for depression in a large sample (n=1516) 
of postnatal women. A Cronbach’s alpha calculated internal consistency, with 
coefficients of 0.87 EPDS and 0.88 BDI (McCabe-Beane et al. 2016). The EPDS has 
also been assessed for accuracy for transient and enduring distress; those with 
enduring depression more often met the criteria for a depression score of ≥13 than 
those with transient depression. The EPDS showed very good sensitivity of 100% and 
specificity of 96% with a cut off score of 14/15 in one study of 100 pregnant women 
detecting major depression against interviews. The specificity reducing slightly to 87% 
when the cut off score was reduced to 12/13 (Murray and Cox 1990). However other 
studies disagree with these findings, showing a sensitivity of 80% and specificity of 
74% with a cut off score of ≥13 in both the antenatal and postnatal periods (Flynn et al. 
2011). There is a consensus, regardless of the total, anyone scoring high on the self-
harm response, question 10 ‘the thought of harming myself has occurred to me’, should 
receive immediate referral (Moses-Kolko and Roth 2004).  
Patient Health Questionnaire (PHQ) 
One of the most commonly used screening tools in the general population to detect 
symptoms of depression is the PHQ and its derivatives, PHQ-2, PHQ-7, PHQ-8 and 
PHQ-9, PHQ-15, PHQ-SADS. Although not specifically designed for use in the 
perinatal period the PHQ-9 has been validated against a structured diagnostic interview 
in a pregnant population, with a sensitivity of 85% and specificity of 84% (Sidebottom et 
al. 2012). The EPDS and the PHQ-9 when compared using cut-off scores for perinatal 
women ≥13 and ≥10 respectively the EPDS showed sensitivity of 80% and specificity 
of 74% and PHQ-9 a sensitivity of 74% and specificity of 73% (Flynn et al. 2011). 
Validity was shown throughout the perinatal period, however this study only reviewed a 
small number: 89 pregnant and 104 postnatal women seeking psychiatric care.  
A modified PHQ-2 is scored with ‘yes’ ‘no’ answers and was validated against the 
EPDS at 15 and 30 weeks of pregnancy and between six and 16 weeks after birth. The 
study concluded this was a quick screening tool which could be used to rule out 
depression and reduced the need for further screening, with a high sensitivity of 93%, 
and specificity of 75% at 15 weeks gestation (Bennett et al. 2008). When compared, 
the PHQ-8 and PHQ-2 cut off scores of 11 and four respectively showed the PHQ-8 of 
sensitivity of 77% and specificity of 62% while the PHQ-2 had sensitivity of 62% and 
specificity of 79% (Smith et al. 2010). The PHQ-8 and PHQ-2 were shown to have 
lower sensitivity and specificity in a pregnant population in comparison to non-pregnant 
populations.  
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Whooley 
Since 2007 it has been the recommended screening tool for the perinatal period 
(National Institute for Health and Care Excellence 2014) to identify perinatal 
depression. Whooley (described in chapter one) was originally designed for the general 
public and assessed against the BDI and Centre for Epidemiologic Studies Depression 
Scale. A positive response had a sensitivity 96% and specificity 57% (Whooley et al. 
1997). The tool has since been validated for pregnancy. A positive response with the 
two case finding questions resulted in a 100% sensitivity and specificity of 68% when 
assessed against the DSM-IV (Mann et al. 2012) and a sensitivity 48% and specificity 
86% against EPDS ≥13 (Darwin et al. 2016). Adding the Arroll question ‘Is this 
something you feel you need or want help with?’ resulted in improved specificity of 91% 
at the expense of the sensitivity which was reduced to 58% (Mann et al. 2012) and 
again an improved specificity 97% but at the expense of reduced sensitivity of 10% 
against EPDS ≥13 (Darwin et al. 2016). This Arroll question has since been removed 
from the guideline. Criticism aimed at the Whooley questions suggested only half the 
women with symptoms of depression, as assessed by the EPDS, were picked up by 
Whooley questions (Darwin et al. 2016).  
Beck Depression Inventory  
Not originally designed for the perinatal period, the BDI is a 21-item questionnaire 
measured on a point scale, with a maximum score of 63. BDI cut off recommendation 
in pregnancy of greater than 16 provided a sensitivity of 83% and specificity of 89% to 
detect symptoms of depression (Holcomb et al. 1996) against the National Institute of 
Mental Health Diagnostic Interview Schedule – version III, suggesting it is a suitable 
screening tool to use in pregnancy. Critics suggest somatic questions such as ‘I get 
tired more easily than I used to’, led to over detection of depression symptoms 
(Matthey and Ross-Hamid 2011).  
Table 3.1 Screening tools used to detect symptoms of depression. 
Study/country 
Screening 
tool 
Cut off 
point 
Gestation Sensitivity Specificity 
Murray and 
Cox 1990  
UK 
EPDS 
14/15 28-34 100 96 
12/13 28-34 100 87 
Flynn et al. 
2011 USA 
EPDS 
PHQ-9 
13 
10 
Pregnancy 
and 
postnatal 
80 
74 
74 
73 
Sidebottom et 
al. 2012 
USA 
PHQ-9 10 
Early 
pregnancy 
85 84 
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Smith et al. 
2010 USA 
PHQ-8 11 <18 77 62 
PHQ-2 4 <18 62 79 
Bennett et al. 
2008 USA 
PHQ-2 Yes/No 
15 93 75 
30 82 80 
Whooley et al. 
1997 USA 
Whooley  
General 
public 
96 57 
Mann et al. 
2012 UK 
Whooley  26-28 100 68 
Extra 
Arroll 
question 
 26-28 58 91 
Darwin et al. 
2016 UK 
Whooley  
Booking 
appointment 
48 86 
Extra 
Arroll 
question 
 10 97 
Holcomb et al. 
1996 USA 
BDI 16 Pregnancy 83 89 
 
3.3.3 Screening tools to detect anxiety symptoms  
Anxiety can be described as a ‘feeling of unease, such as worry or fear which can be 
mild or severe’ (NHS 2018). Anxiety may be more difficult to identify than depression 
as it is a complex condition with many sub types (Rose and Devine 2014). Furthermore 
a diagnosis of anxiety is only given if the symptoms have been present for six months 
(American Psychiatric Association 2013). This applies as much to the general 
population as to the perinatal period. There are additional pregnancy specific anxieties 
such as miscarriage and labour which may require different tools to detect symptoms. 
The range and prevalence of anxiety during the perinatal period is underestimated 
(National Institute for Health and Care Excellence 2014).  
As with screening tools for depression, there have been many tools developed to 
identify anxiety, which have subsequently been altered, sub categorised and validated 
and adapted for use in populations different from which they were originally designed. 
Few of these screening tools to detect anxiety have been validated in the perinatal 
period (Simpson et al. 2014; Benediktsson et al. 2017). A systematic literature search 
of eight electronic databases identified 17 different self-reported screening tools to 
measure anxiety in pregnancy in articles published between 1990 and 2014. The State-
Trait Anxiety Inventory (STAI), EPDS and HADS were the most frequently described, 
although further evaluation was suggested to confirm their value for use in pregnancy 
(Evans and Bullock 2012). A literature search for detecting symptoms of anxiety was 
carried out alongside one for depression screening tools to assess the most 
appropriate screening tool for this study. 
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Generalised Anxiety Disorder Assessment (GAD) 
The GAD-7 screening tool can be used to detect subgroups of anxiety for example, 
PTSD, generalised anxiety disorder (GAD), panic disorder and social anxiety disorder 
(Kroenke et al. 2007). The GAD-7 and Edinburgh Postnatal Depression Scale 3A 
(EPDS-3A) have been assessed against the DSM-IV by experienced psychiatrists. 
Using the previously established score of ≥10, GAD-7 showed sensitivity of 76% but 
poor specificity 51%. With a cut off score of 13 the sensitivity was 61% and specificity 
72%. While the EPDS-3A showed fair sensitivity of 68.0% and specificity 63.5%. GAD-
7 performed slightly better than the EPDS and EPDS-3A for detection of GAD in the 
perinatal period (Simpson et al. 2014) (Table 3.2). The GAD-7 has also been used to 
assess for severity of anxiety and showed cut off scores of 0-4 nil, 5-9 mild, 10-14 
moderate, 15-21 severe (Spitzer et al. 2006). 
The GAD-2 was developed as a quicker way of assessing anxiety, developed for the 
general population. It was validated against a psychiatric interview alongside the GAD-
7. The GAD-2 has a maximum score of three for each question, with a cut off of two the 
sensitivity was 96% and a specificity of 64%, with a cut off of three the sensitivity 
reduced to 86% but the specificity rose to 83% (Spitzer et al. 2006). 
Edinburgh Postnatal Depression Scale 3A (EPDS-3A) 
As well as the EPDS being used to detect symptoms of depression, questions three, 
four and five from the full scale have been found to indicate anxiety in both pregnancy 
and the postnatal period (Matthey 2008). A literature search produced six studies with 
data containing EPDS sub scores for detecting anxiety symptoms. This subscale 
suggested the EPDS-A3 was a suitable tool to use however the study was based on a 
small number of articles with variable sample sizes. 
State-Trait Anxiety Inventory (STAI) 
The STAI is the most widely used self-reported measure of anxiety in adults (Onoye et 
al. 2013), containing 40 questions, half assessing state anxiety and half trait anxiety. 
Originally designed for general population, it is now validated for the perinatal period 
and has been translated into numerous languages (Bayrampour et al. 2016). A 
systematic review concluded out of the 11 screening tools for anxiety the STAI was the 
best and most frequently used (Nast et al. 2013). A cut off score of 40 was found to be 
a significant predictor of anxiety in an antenatal cohort with a sensitivity of 81%, a 
specificity of 80%, in third trimester of pregnancy, and good internal validity against 
DSM-IV (Grant et al. 2008).  
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Perinatal Anxiety Screening Scale (PASS) 
PASS questionnaire was developed by a panel of five experienced, specialist perinatal 
psychologists and was the first tool specifically designed and validated for the perinatal 
period. (Somerville et al. 2014). It is a self-administered screening tool which includes 
criteria laid out in the DSM-IV and ICD-10, to detect a broad range of anxiety disorders, 
including pregnancy specific anxiety. There are 31 questions with four sub scales 
which measure: general worry and specific fears; perfectionism, control and trauma; 
social anxiety; and acute anxiety and adjustment over the past month (Somerville et al. 
2015). A cut-off total score of 26 has shown a sensitivity of 70% and specificity of 30% 
in detecting anxiety symptoms in the perinatal period. PASS detected twice as many 
women with anxiety than the EPDS-A3 however this was not backed up by a diagnostic 
interview (Somerville et al. 2014). 
Table 3.2 Screening tools used to detect symptoms of anxiety. 
 
3.3.4 Summary and choice of screening tool for women’s questionnaire 
The EPDS was chosen as the screening tool to detect symptoms of depression. 
Showing higher sensitivity and specificity when assessed against PHQ-9 in a 
comparison study. The tool was specifically validated for use in the perinatal period and 
is widely used. Furthermore this will allow comparison with a similar study (Grown in 
Wales) at the same site in late pregnancy (Janssen et al. 2018). This study recruited 
women in late pregnancy the day prior to an elective caesarean section. The 
questionnaire used EPDS and STAI as screening tools to assess symptoms of anxiety 
and depression, in addition to sociodemographic details. 
Study/country 
Screening 
tool 
Cut off 
point 
Gestation Sensitivity Specificity 
Spitzer et al. 
2006 
USA 
GAD-2 
2 
Non pregnant 
population 
95 64 
3 86 83 
Simpson et al. 
2014 
Canada 
EPDS-A3 >4 
Pregnant and 
postnatal 
68 64 
GAD-7 
≥10 76 51 
13 61 73 
Grant et al. 
2008 
Australia 
STAI 40 3rd trimester 81 80 
Somerville et 
al. 2014 
Australia 
PASS 26 
Pregnancy 
and postnatal 
70 30 
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Although the PHQ-9 indicated higher sensitivity and specificity than the EPDS in one 
study, it contains symptoms which could be pregnancy related, therefore elevating the 
scores. Another downside of using the PHQ questionnaires in the perinatal period are 
the somatic symptoms including, ‘feeling tired or having little energy or changes in 
appetite’ could be pregnancy related rather than depression symptoms, making 
assessment more difficult. Using the PHQ or Whooley questions, was not suitable in 
this study as a second screening tool would have been required to assess women with 
high scores.  
None of the screening tools to assess symptoms of anxiety were designed specifically 
for use in the perinatal period. The STAI has the highest sensitivity and specificity 
(Bengtsson 2016) and was used in the Grown in Wales study but due to financial 
constraints was not used in this study. Using the GAD-2 would require further 
screening. The GAD-7 was chosen as it performed better than the EPDS-3 and PASS 
and is also recommended by NICE (2014). 
3.3.5 Women’s questionnaire development 
The questionnaire was based on one previously used in the Grown in Wales study 
which recruited pregnant women in the same hospital prior to an elective caesarean 
section around 39 weeks gestation (Janssen et al. 2018). Both studies used the EPDS 
as the screening tool to detect symptoms of depression with a cut off score of ≥13. The 
GAD-7 was chosen as the screening tool to detect symptoms of anxiety with a cut off 
score of ≥10; enabling a comparison between questionnaires. 
Questions were designed to collect an overall picture of the women’s 
sociodemographic background. Relationships between poor mental health and low 
socioeconomic background or ethnic minority groups have been reported (Glazier et al. 
2004; Anderson et al. 2006; Fone et al. 2014). Similar sociodemographic information 
questions were asked to the Grown in Wales questionnaire, although reworded to 
standardised questions and scoring based on Office for National Statistics (ONS) 
(Table 3.3). Both questionnaires asked about previous or current mental health 
disorders and symptoms of anxiety or depression (Table 3.3). These were designed to 
assess whether the symptoms were pregnancy related or preexisting and provide 
information on the number of women with mental health problems and the type of 
mental health disorder. Due to the different purpose of the study, which was to assess 
the relationship between maternal mental health in relation to growth of the baby and 
child development, the Grown in Wales questionnaire was not used in its entirety.  
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The remaining screening tools used in the questionnaire related to factors known to be 
associated with perinatal mental health such as the women’s perceived social support 
networks, self-efficacy and adaptive functioning (Kline 2013). It is widely recognised 
that strong social networks and social support are associated with positive physical and 
mental health. Berkman et al. (2000) suggest social support, social engagement and 
access to resources and material goods can all influence health. Therefore the tools 
chosen included Subjective Social Status used to assess perceived social standing 
(Goodman et al. 2001), Social Support Networks to assess money available for 
everyday living (Dunst et al. 1994) and Adaptive Functioning relating to day to day life 
(Bernard et al. 1999) (Table 3.3). Social networks cover more than personal 
relationships; positive friendships, work colleagues and social groups all support 
positive mental health (Berkman et al. 2000) therefore the Multidimensional Scale of 
Perceived Social Support (MSPSS) (Zimet et al. 1988) was chosen to assess support 
from significant others, family and friends, each on an individual subscale.  
On an individual basis, direct physiological stress responses, psychological traits 
including self-esteem, self-efficacy and security can all influence physical and 
psychological health (Chapter two); the General Self-efficacy Scale which predicts 
coping with daily stresses (Schwarzer and Jerusalem 1995) was used to assess this 
personal trait (Table 3.3). All scales used were validated standalone tools suitable for 
use in the English language (Appendix 7). 
Due to the stigma around mental health the decision was made to avoid the words 
mental health on all participant-facing information for women and use the words 
Mothers Mood Study (MoMs) as the title. After drafting the questionnaire, patient and 
public involvement (PPI) was obtained from members of the Maternity Services Liaison 
Committee. The patient involvement group review process and procedures in the 
maternity unit. PPI is not a new concept (Stewart et al. 2011); there are various levels 
of participation from reviewing participant information to being part of a development 
committee. PPI is often a requirement of funding bodies and an important part of the 
strategies for Welsh research in social and health care (Health and Care Research 
Wales 2018). After drafting the participant information and questionnaire for women, 
they were uploaded to the ‘closed’ Facebook page for review. The questionnaires were 
then completed by four women of childbearing age and comments invited (Bryman 
2008). Each woman took under 10 minutes to complete the questionnaire and no 
comments were received.  
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3.3.6 Women’s interviews 
Discussing mental health still carries stigma for some, therefore interviews rather than 
focus groups were chosen as the best way to explore mental health, allowing 
participants’ freedom to express themselves without feeling judged by their peers. In 
addition the practicalities of getting a group of women together during pregnancy to 
attend a focus group, many of whom were still working, would have been difficult. Semi 
structured interviews were chosen to allow exploration of women’s mental health, the 
impact on themselves and their family and attempts to obtain support. Telephone 
interviews although more convenient and possibly less distressing when discussing 
sensitive issues, are not as suitable for lengthy interviews (Bryman 2008), therefore 
face-to-face interviews were planned. The downside of face-to-face interviews is 
participants may not provide truthful answers or may tell the researcher what they think 
they want to hear (Burnard 1991). 
Interviews were designed to include 15-20 women who had expressed an interest 
during the survey phase of the study, scored EPDS ≥7 and / or GAD-7 ≥5, were still 
pregnant and had not been referred to the PNMHT or fetal medicine unit. These cut 
offs were decided upon to include women with symptoms of anxiety and depression 
ranging from mild to severe to encompass a range of mental health experiences. 
Debate surrounds the requisite number of interviews, a consensus reached by a group 
of experts suggested 14 as an ideal number, yet some studies have included only one 
participant (Baker and Edwards 2012). Interviews were scheduled to take place 
between 34 weeks gestation and birth. Practical issues of time and availability of 
participants as well as the aims and depth of questions were considered (Baker and 
Edwards 2012). Saturation has been argued as another means of assessing the 
number of interviews required (Bryman 2008) and described as the point when 
repetition provides the confidence to make analytical generalisations (Baker and 
Edwards 2012).  
Rationale for questions 
Due to the stigma around mental health the decision was made to avoid words which 
could cause discomfort. Use of the words mental health, anxiety and depression were 
avoided during the interviews unless mentioned first by the women. Rather, words such 
as moods and emotions or similar words for instance sad, stressed or down (Jesse et 
al. 2008) were used. Interview questions were informed by the literature, with a 
planned iterative process adding questions if new concepts arose from the interviews 
(Appendix 8). 
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Questions were designed to explore women’s knowledge, experiences and interactions 
with healthcare staff regarding mental health and knowledge of voluntary and statutory 
support services available locally. Recommendations from a similar study suggested 
exploring women’s own coping mechanisms (Furber et al. 2009), for which literature is 
sparse. Enquiries around access to information and informal supportive networks were 
included.  
Data collection visual, narrative and creative research methods 
Interviews and focus groups usually rely on verbal forms of communication to elicit data 
(Bagnoli 2009). Humans express and experience their worlds in more ways than just 
orally. Over the last 20 years visual methods as part of the research process have 
become popular as a way to look beyond text and numbers, to slow down answers to 
questions, allow a more in depth view of the topic or be viewed from a different angle 
(Prosser and Loxley 2008). Visual methods can be used to instigate and expand 
discussion, allowing thinking ‘outside the box’ using participants own reflexivity (Bagnoli 
2009) and defamiliarisation of everyday meanings can be explored to produce new 
meaning (Mannay 2010).  
Visual methods can also be used as a method of data generation or as part of the 
analysis. Recognising interpretation of images may result in different perspectives 
between researcher and participant (Mannay 2016) is important and should be planned 
for. Also using visual methods could result in the participant leading the interview rather 
than the researcher (Prosser and Loxley 2008) and therefore not achieving the aim of 
the research if not carefully thought out.  
Various methods have been incorporated into research studies. The use of photos, 
paintings, drawings and mind maps (Prosser and Loxley 2008) have been used with 
children as a way to open up conversations (Bagnoli 2009). The downside in using 
visual methods with adults is they may be reticent as they are less likely to use these 
methods in day to day life (Bagnoli 2009). The use of timelines, collaging and 
sandboxing have been used to discuss alcohol, smoking and infant feeding as a way of 
opening up conversations. One study incorporated collage and sandboxing as methods 
of data collection. Participants were asked to think about how pregnancy impacted their 
everyday lives, they were sent a template of a pregnant woman and items to make a 
collage, which were discussed at the interview. Sandboxing involved the participant 
and researcher using 3D figures and objects to explain what pregnancy was like on a 
day to day basis (Grant et al. 2019). Another study of didactic pairs of mothers and 
grandmothers attended interviews about breastfeeding using artefacts to initiate 
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conversations and allowed reflection of their experiences of motherhood and infant 
feeding in preparation for the interview (Grant et al. 2018).  
The timeline 
For this study the use of a timeline or mind map was developed as a way of discussing 
women’s mental health experiences. With visual inspection intended to trigger 
memories and explore the lived experiences of women with mild to moderate mental 
health problems during pregnancy. The timeline was designed to highlight periods 
along the life continuum from childhood and project thoughts forward to the period after 
birth (Appendix 9). Advice was sought from a researcher experienced in using visual 
methodologies who suggested using timelines requires instructions to make completion 
clear (Personal correspondence, Aimee Grant, 2017). The option of the women 
drawing their own timeline was also provided in order to accommodate the users’ 
preferred method of expression to enhance reflexivity (Mannay 2016). Analysing the 
visual data was not planned; its aim was to evoke memories in a way asking a question 
cannot do. Use of the timeline is discussed further in chapter five. 
3.3.7 Midwives’ questionnaire development 
The aim of the midwives’ questionnaire was to explore midwives’ experiences of caring 
for women with perinatal mental health problems and their training needs. Using a 
previously designed questionnaire was preferable; as this provided a means of 
comparison and would have been validated (Bryman 2008). Attempts were made to 
obtain a questionnaire developed by a midwife and used in the UK with qualified and 
student midwives. The primary aim was to understand their level of education, 
confidence, knowledge and experience pertaining to perinatal mental health (Ross-
Davie et al. 2006). Having been unable to obtain the former questionnaire, permission 
was obtained to use one developed in Australia. The ‘2000 Victorian Survey of 
Midwives’ was originally developed to explore midwives’ attitudes, skills, knowledge 
and experiences of caring for women who had mental health problems during the 
postnatal period (McCauley et al. 2011).  
Where required, the language in the questionnaire was adapted to reflect use in the 
UK. Open ended questions were removed and the rest reworded to perinatal mental 
health rather than specific to postnatal mental health (Appendix 10). After modification, 
the questionnaire was piloted by three midwives and took under 10 minutes to 
complete (Bryman 2008). A few comments were made about the word anhedonia, an 
unfamiliar word for midwives. A midwife suggested adding ‘please turn over’ on page 
five to ensure the last section of the form was completed, this was agreed and added. 
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Data entry 
While entering the variables from the questionnaires into IBM Statistical Package for 
the Social Sciences (SPSS) Statistics 25 (IBM Corporation 2011) to check usability, an 
error was noted in question five with ‘anxiety’ being entered twice into the options 
available. This was checked against the original document where the error was also 
noted and highlighted to the previous author who stated they would update their own 
copy. The duplicate answer was deleted from the questionnaire. 
Paper copies rather than electronic were chosen as the method of distribution. NHS 
emails are restricted to work computers, where time and access are an issue. Also 
‘older’ midwives commented they were not very computer literate and may have been 
discouraged from completing the questionnaire. Having access to both options may 
have resulted in duplication which could not be checked due to the anonymity of the 
questionnaire.  
3.3.8 Midwives’ focus groups 
A recent systematic review found 15 of the 22 studies reviewed, used only surveys to 
explore experiences of midwives supporting women with perinatal mental health 
problems (Noonan et al. 2017). For this study midwives’ questionnaires were planned 
to provide an overview of practice and experiences. Discussing similar topics in a 
follow up focus group allows deeper insight into the issues raised. Focus groups are 
useful in creating a platform for discussion amongst a group with a common interest. 
These were chosen as the best method of data collection, with agreement or dissent to 
allow exploration of views and possible consensus. Focus groups have the advantage 
of collecting data from a larger group of participants over a short period of time. Care is 
needed to provide quieter members of the group opportunity to speak, the researcher 
and a moderator were planned to guide the discussions (Nagle and Williams 2013).  
Optimal size of focus groups is between seven to twelve participants (Nagle and 
Williams 2013). Three groups were intended, taking into consideration the timeframe 
and practicalities of getting a group of midwives together, with one focus group unlikely 
to be enough (Bryman 2008) to generate data. Sampling was selective for one focus 
group to include the team who provide support for women with extra social needs such 
as asylum seekers. Self-selection was planned for the other two groups to include a 
wide range of experiences and length of service as midwives. These ran concurrently 
with interviews with pregnant women and the midwives’ questionnaire and were an 
iterative process to allow topics which arose to be explored further. 
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Rationale for focus group questions 
A systematic search of seven health databases was conducted by Legere et al. (2017). 
They appraised 12 studies published between 2006 and 2015, which assessed 
education for health care providers in relation to perinatal depression. 
Recommendations included further research to identify appropriate training for health 
care providers caring for women at risk of developing perinatal depression. Studies 
assessing the outcomes of several training modules for midwives revealed even those 
which showed a difference in knowledge and understanding, were seen as expensive 
and sometimes unsustainable (Ross-Davie et al. 2007). Questions were planned based 
on topics in the women’s interviews and midwives’ questionnaires. The aims of the 
focus groups were to explore midwives’ experiences of caring for women’s mental 
health, primarily in the antenatal period and explore experiences of clinical practice, 
knowledge and training and the availability of support services for women. 
3.4 Data analysis 
3.4.1 Triangulation of data 
Data collection from multiple perspectives can provide opportunity for triangulation to 
increase validity (Moran-Ellis et al. 2006; Silverman 2010) by supporting, explaining or 
challenging findings (Brannan 2005; Silverman 2010). Triangulation is an 
epistemological claim concerning what more can be known about a phenomenon when 
the findings from data generated by two or more methods are brought together (Moran-
Ellis 2006). In this instance a comparison of women’s experiences explored at interview 
with that of the data from midwives focus groups and questionnaires built an overall 
picture of service provision and support for women’s mental health during the perinatal 
period.  
3.4.2 Analysis plan for women’s questionnaires 
Statistical analysis of the questionnaire data was planned with single data entry onto 
the database. A second person independently checked the data and corrections were 
made. Baseline and demographic characteristics were described using descriptive 
frequencies. Anonymised data retrieved from the maternity records system was 
planned to show representation of the sample.  
The aim of the analysis of the questionnaires was to answer study objective one. 
Specific questions were prepared: 
1) Explore if symptoms of anxiety or depression are associated with, social 
support networks, subjective social class, Welsh Index of Multiple Deprivation 
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(WIMD) scores, adaptive functioning, self-efficacy or social support networks 
(three groups).  
2) Identify if symptoms of anxiety or depression are associated with age, partner, 
parity, education, employment, previous mental health history, ethnicity or 
profession.  
3) Perform analysis to predict relationship between screen positive women and 
significant variables.  
Normality was explored using Shapiro-Wilk’s test (p<0.05), and histograms and box 
plots to assess skew and kurtosis prior to analysis. The primary objective was to 
assess the relationship between anxiety and depression symptoms and 
sociodemographic factors, self-efficacy and social support. Correlations were explored 
between the screening results and MSPSS, self-efficacy, adaptive functioning 
subjective social class, WIMD scores and social support networks using Persons 
(parametric) or Spearmen’s (non-parametric). EPDS cut off of ≥13 was taken to 
indicate symptoms of probable depression and a GAD-7 cut off of ≥10 used to indicate 
symptoms of probable anxiety. These dichotomous variables were analysed in group 
comparisons against sociodemographic data; age, national identity, ethnicity, education 
employment, profession and partner. From these results data analysis was performed 
on significantly correlated variables (p˃0.1) to assess relationships and confounders, 
between the dependent variables EPDS and GAD-7 and the independent variables.  
3.4.3 Analysis of midwives’ questionnaires 
The Midwives’ questionnaire was an explorative descriptive survey design (Polit and 
Beck 2004) and was analysed using SPSS. Frequency distributions were produced for 
each variable of the questionnaire. Descriptive statistics aim to describe data rather 
than find correlations or causality. This was the most appropriate method due to the 
categorical nature of the questions and to enable comparison with studies using the 
original questionnaire. 
3.4.4 Thematic analysis of interviews and focus groups 
Qualitative descriptive approaches such as descriptive phenomenology, content 
analysis, and thematic analysis have been described as suitable for researchers who 
wish to employ a relatively low level of interpretation (Vaismoradi et al. 2013). Braun 
and Clarke’s (2006) thematic analysis does not require a specific theoretical framework 
but is a method in its own right. It is a descriptive approach described as “a method for 
identifying, analysing and reporting patterns (themes) within data” (Braun and Clarke 
2006, p. 79). It is useful for exploring people’s views, experiences and perceptions and 
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was chosen as the most suitable way of analysing the data generated from the 
interviews and focus groups.  
In thematic analysis the importance of a theme is not necessarily dependent on 
quantifiable measures, but rather on whether it captures something important in 
relation to the overall research question (Spencer et al. 2003; Braun and Clarke 2006). 
This study used primarily an inductive approach where the text is reviewed with an 
open mind in order to identify meaningful ideas to answer research questions. 
Deductive reasoning is the opposite, where the researcher looks for predetermined, 
existing ideas set out during the study design.  
Transcribed recordings from the interviews and focus groups were entered onto NVivo 
11 software. To reduce coding bias and improve rigour a second person independently 
coded a transcript and a consensus of codes were prepared. 
Braun and Clarke’s (2006) recommend six stages of analysis. As suggested, they were 
not specifically followed in the order described. Further explanation of the process is 
discussed in chapter six. 
The six suggested stages are: 
1) Familiarisation of the data by actively reading and rereading the transcripts or 
listening to audio recordings whilst making notes.  
2) Coding by systematically reading the data to generate ideas about what the 
data is saying. 
3) Combining, rearranging and splitting codes until they fit together into categories 
and overarching themes. 
4) Rearranging themes, so they are distinct but each theme flows. 
5) Refining and defining themes and subthemes and providing them with a name 
to capture the essence of each theme. 
6) Writing up the analysis using extracts from the data to illustrate each theme. 
3.5 Permissions process 
3.5.1 Selection of the study site 
The site was chosen for practical reasons of access and locality. The medium sized 
maternity unit with an annual birth rate of 5685 (2015-2016), serves a diverse 
population in terms of sociodemographic and ethnic mix. The consultant led unit 
provides inpatient and outpatient care for women with complicated pregnancies and 
includes a fetal medicine unit. The unit also contains a midwifery led unit which 
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provides intrapartum and postnatal care to women who are at low risk of developing 
complications during labour or after the birth.  
All women booked to give birth at this Health Board attend antenatal clinic at either this 
hospital or the stand alone clinic at the neighboring hospital for an ultrasound scan 
(USS) at around 12 to 15 weeks gestation. Higher rates of mental health problems 
have been noted at 15 weeks than at 30 weeks gestation (Bennett et al. 2008), 
therefore recruiting at this time aimed to capture the majority of women with mood 
disorders. For pragmatic reasons the decision was made to recruit women from only 
the one antenatal clinic where the majority of pregnant women attend their booking 
appointment. Approaching an opportunistic sample to take part in the study intended to 
ensure a cross section of the pregnant population would be invited to participate.  
The advantage of using a site known to the researcher having recruited women in the 
same antenatal clinic for the Grown in Wales study, meant the layout and running of 
the clinic were familiar. Permission to conduct the study was obtained from the Head of 
Midwifery early in the study design. Pressure on midwives to complete the 
questionnaires was overcome by anonymising them and providing a box for completed 
questionnaires enabling midwives to decide whether to return them or not. 
3.5.2 Positionality 
Reflexivity is an important feature of qualitative research, as it enables researchers to 
reflect on possible ways in which they could influence the study (Richens and Smith 
2011). As a midwife with no personal experience of mental health problems, who is 
older and not pregnant they could be seen as an ‘outsider’ to the pregnant population. 
On the other hand as a woman, mother and partner they would be considered an 
‘insider’. This dichotomy is complicated by the fact that these are not always constant 
positions, moving between and being both insider and outsider (Deutsch 1981). Critics 
argue is not always possible to position yourself as an insider or outsider but it still 
provides a useful way to assess methodology (Mannay 2010). 
3.5.3 Ethics 
Research is required to enable nurses and midwives to comply with the NMC Code 
which states practice must be based on the best available evidence. In the process of 
conducting research the interests of the participant must always outweigh those of 
science and society (Health Research Authority 2017). All research carried out in NHS 
services goes through a series of approvals before access is allowed to approach 
service users and staff and invite them to take part. Regulations in the form of legal, 
ethical and professional guidelines govern research studies. This study was conducted 
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in accordance with the Helsinki agreement (World Medical Association 1964), Good 
Clinical Practice guidelines (Vijayananthan and Nawawi 2008) and the NMC Code for 
nurses and midwives (Nursing and Midwifery Council 2015). Data were kept 
confidential in accordance with the Data Protection Act 1998 (UK Government 1998) 
and NHS Caldicott Guardian 2010 (UK Government 2010). Sponsorship was secured 
from the university and ethical approval from an NHS Research Ethics Committee 
(REC) along with local research and development (R&D) agreement at a local level. 
Critics have argued applying the same ethical standards and permissions to qualitative 
studies as to randomised control trials can limit research (Pollock 2012). This lengthy 
process could take precious time out of the study schedule. Requirements for 
participant information and consent tend to be assessed using the same guidelines 
regardless of research design or methodology chosen. Having said that, guidelines and 
principles for researchers can provide a basis for the participant to make decisions and 
think through all possible scenarios. In addition ethical issues could provide 
researchers with confidence and foresight to prepare for the most common concerns 
that may arise.  
The permissions process started in May 2016 with a completed protocol sent to the 
research and innovation services at the university to apply for sponsorship. This 
approval addresses the need to safeguard participants and researchers, enhance 
ethical and scientific quality, minimise risk and monitoring. Populating the integrated 
research application system (IRAS) forms was necessary as the study was conducted 
on NHS premises. This was designed as a streamlined process for applying for REC 
and local R&D approvals with one application.  
Initial application to NHS ethics in September 2017 received an unfavourable opinion 
for the following reasons:  
1) The protocol did not describe the development of the women’s questionnaire in 
enough detail to ensure the design was able to answer the study question. It 
was recommended the midwives’ questionnaire would have been better as a 
training needs analysis. 
2) The title of the study was ambiguous. 
3) Clarification was required over the referral process in the event of poor perinatal 
mental health being detected.  
4) Clarification was required stating the process in the event of incidental 
disclosures of malpractice or abuse. 
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5) The participant-facing study documentation (with the exception of the 
questionnaires) needed translating, and Welsh language versions should be 
made available to participants – in accordance to the provisions of the Welsh 
Language Act.  
The design of both questionnaires were explained at length stating the one for women 
contained individually validated tools and the aim of the midwives’ questionnaire was to 
explore experiences of midwives looking after women with mental health problems and 
not explicitly around their training needs. The REC also objected to the original title 
‘Perinatal mental health: a mixed methods study exploring the experiences of women 
and midwives’ due to concerns it was misleading the midwives and could imply it was 
referring to their mental health. However the word perinatal in itself denotes only 
pregnant or women who have recently given birth will be involved. A discussion was 
held with Health and Care Research Wales regarding Welsh translation. Assurance 
was provided that an agreement had been made at a high level and bilingual 
information was not required for research in Wales (See reflexive comments – 
Appendix 22, p 381).  
Further clarification around referring women who disclosed mental health problems, 
child protection and disclosure from health care staff of professional misconduct led to 
favourable opinion at the next ethics committee meeting, Wales Research Ethics 
17/WA/0319 on 10th October 2017 (Appendix 11). Applications to R&D progressed 
relatively smoothly and at a quick pace, when REC approval was eventually obtained 
R&D were only waiting for the letter of approval from REC. This was followed by 
adoption onto the National Institute of Health Research (NIHR) portfolio which occurred 
on 10th November 2017.  
3.5.4 Consent  
Nurses, midwives, and other health professionals are obliged to obtain consent in their 
clinical practice, (Nursing and Midwifery Council 2015, p. 7) often in the form of verbal 
communication, which should be clearly documented (World Health Organisation 
2017). This principle applies also to research.  
Participants were provided with detailed study information prior to recruitment, given 
adequate time to consider whether they wished to take part and had an opportunity to 
ask questions. The notion of ‘adequate’ time to read and digest the participant 
information takes arguably longer when deciding to join a clinical trial compared to 
filling in a questionnaire. The closer the research is to standard clinical practice, the 
less need there is to provide patients and service users with detailed and lengthy 
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information about the research. Calls have been made for ‘micro-ethics’ based on the 
researchers’ judgement and integrity (Pollock 2012) or an ‘ethical process’ to be 
introduced (Chenhall et al. 2011) which would allow more flexibility.  
Nevertheless the majority of research requires valid informed consent; validity referring 
to the voluntary nature of consent without coercion, after being informed with the 
provision of comprehensible information. The person consenting should have capacity 
to make the decision (National Health Service 2019a) and it is the responsibility of the 
researcher to assess if a person has capacity to provide consent (UK Government 
2005). Capacity is not constant, pain, stress and lack of time to consider decisions 
need to be taken into account as well as the purpose of consent. A person may have 
capacity and be competent to fill in a brief questionnaire but not to consent to a phase 
one drugs trial. 
Prior to providing written valid informed consent, participants were informed of their 
right to withdraw consent at any time without compromising their care. Proportional 
consent has been suggested for data collection such as filling in a questionnaire, where 
formal written consent may not be required, with the act of completion indicating 
consent (Health Research Authority 2017), and this was the process used for the 
midwives’ questionnaires. 
3.5.5 Psychological distress and safeguarding 
Researchers are ethically obliged to consider the impact of the research on participants 
(World Medical Association 1964). For some participants, the opportunity to talk about 
their experiences could be an empowering or therapeutic process, for others it might be 
distressing. As the study explored mental health problems there was a possibility 
participants could be sensitive about the issues discussed. Questions and language 
used on the information leaflet, consent form and interview schedule for women went 
through public engagement to ensure the most sensitive and acceptable wording was 
used. The researcher, as an experienced midwife, had extensive experience 
discussing sensitive issues with women during the perinatal period. 
Discussion with a consultant perinatal psychologist on the Grown in Wales study 
provided guidance on the boundaries for referral. The recommendation was an answer 
of ‘yes quite often’ to the statement ‘the thought of harming myself has occurred to me’, 
on the EPDS, warranted immediate discussion with the woman and referral to 
appropriate services. Guidance was also sought from the local PNMHT, who provided 
further advice on the referral process. For women requiring immediate referral, contact 
with their general practitioner for ‘crisis support’ was advised.  
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Consent was sought from all women completing the questionnaires and attending the 
interview to refer women to the appropriate services should serious concerns arise 
about their safety. Advice was written in the women’s information leaflets advising them 
of support services available if they had any concerns about the topics discussed. 
Similarly midwives were provided with written and verbal information about who to 
contact including details of the Employee Wellbeing Service. 
3.5.6 Data management 
Consent was obtained for data collection from NHS records. Participants were 
reassured personal information would only be shared within the research team unless 
there was disclosure by the women or midwives of risk of harm to themselves or 
others. Information provided in the participant information leaflets and consent forms 
ensured they were aware information could be passed onto the relevant authorities 
with or without their permission. The Health Board’s safeguarding procedures were to 
be followed if there was disclosure of abuse or misconduct. 
The recruitment log with contact details was kept separately from the questionnaires, 
transcripts and clinical data, which were linked only by the study identification number. 
Paper copies of data were stored in a locked filing cabinet at the hospital or University, 
accessible only by the research team. Audio recordings were uploaded and stored on a 
password protected server maintained by the University network. The data will be kept 
for 15 years from the end of the study, as stated in the University’s Research 
Governance Framework Regulations for clinical research.  
To ensure confidentiality, interviews and focus groups were held in locations providing 
privacy and a room available in clinic for women to complete consent forms and 
questionnaire in private if required. Consent was obtained to allow anonymised quotes 
to be used in publications. Women and midwives were informed data that could be 
used to identify an individual would not be published but direct quotes may be used 
and if necessary, would be sensitively edited to avoid identification. Audio recordings 
were anonymised at the point of transcription. Pseudonyms will be used in publications 
to ensure anonymity and participants were given the opportunity to choose their own. 
3.6 Summary 
This chapter provided the rationale for the research process. The study design was 
based on the aims and objectives of this study. Multiple data collection methods and 
analysis were planned to provide an overview of perinatal mental health experiences 
from the perspective of the women, and midwives who provide their care. 
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Self-completed questionnaires and interviews with women were intended to understand 
the prevalence and explore women’s experience of mental health problems during 
pregnancy. Screening tools for the questionnaire were evaluated and the EPDS and 
GAD-7 chosen as the most suitable way of assessing women’s mental health for this 
population and are recommended by NICE (2014). EPDS and STAI were used in a 
similar study in late pregnancy at the same Health Board, however STAI was limited by 
copyright. Sociodemographic questions were based on ONS format. Individually 
validated screening tools to detect commonly found factors known to be associated 
with perinatal mental health were selected. Interviews were designed to explore 
women’s day to day experiences of mental health, coping strategies and support, along 
with barriers to receiving care. A timeline was used to trigger memories of particular 
time points and capture events over their lifetime, particularly in pregnancy, to enable a 
comparison with previous research which has primarily been conducted in the 
postnatal period.  
As midwives are the main health professionals who care for women during the 
perinatal period, questionnaires and focus groups were planned to explore their 
readiness to support women’s mental health. The questionnaire chosen had been 
previously used with midwives in Australia to explore their knowledge, skills and 
training. Where required, the language in the questionnaire was adapted to reflect use 
in the UK. Focus groups planned to expand on topics in the questionnaires. 
A brief description was provided regarding planned data analysis of the questionnaires. 
Data management and analysis plan for the women’s questionnaire included 
frequencies and description of sociodemographic characteristics. Statistical analysis 
aimed to predict relationships between women who screen positive and significant 
variables. Descriptive analysis for the midwives’ questionnaire was planned. Braun and 
Clarke’s (2006) thematic analysis was selected to analyse data generated from 
interviews and focus groups. 
A medium sized maternity unit in South Wales was chosen as the recruitment site. 
Gaining permission to undertake research requires patience and a thorough review of 
all information and procedures to ensure the safety of participants and researcher. 
Permissions from NHS REC and R&D were obtained prior to recruitment. A description 
of the site and ethical considerations of consent and confidentiality were discussed, 
with emphasis on the psychological wellbeing of participants. 
Chapter four describes the selection and recruitment of women in early pregnancy into 
the survey phase of the study. Statistical analysis presents the sociodemographic 
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characteristics of women consented into the study and anonymised data from a larger 
cohort of women from women booked for care at the same hospital. The relationship 
between mental health, sociodemographic characteristics, self-efficacy and support 
networks are described. 
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Chapter four – Recruitment and results of women’s 
questionnaire    
4.1 Introduction 
This chapter provides details of the first phase of the study. The aim was to assess the 
prevalence of mental health problems in early pregnancy and the relationship between 
these and sociodemographic characteristics, self-efficacy and support networks. Data 
collection and analysis methods, questionnaire design, the permissions process and 
recruitment site were described in chapter three.  
This chapter explains the manner of recruiting women in early pregnancy and inviting 
them to complete a questionnaire. The process of data entry and data checking are 
described. Sociodemographic characteristics and mental health history of participants 
are presented. To assess the generalisability of the study results to the local 
population, characteristics of participants are compared to women who presented for 
antenatal care at the same hospital. A comparison of sociodemographic 
characteristics, support networks and mental health problems are presented.  
4.2 Method  
Approximately 125 women per week attend the maternity ‘booking’ clinics. With full 
time recruitment and an uptake of 50%, it was estimated to be achievable within eight 
weeks. A recently conducted study ‘Grown in Wales’ at the same hospital, identified 
amongst 364 pregnant women recruited, 120 (33%) had symptoms consistent with 
anxiety or depression (Janssen et al. 2018). Therefore, in order to enable follow up of 
20 women with mental health symptoms in late pregnancy the recruitment target was 
set at 300.  
From early November 2017, study information (Appendix 12) was added to the 
‘pregnancy information packs’ provided to all women when they presented in early 
pregnancy at their general practitioners. Providing information at this time gave women 
several weeks to consider whether to join the study, exceeding the recommended 24 
hours suggested as the period between reading the information and providing informed 
consent (Ledward 2011). Community team leads for all community midwives who 
would be discussing information with women, were contacted to ensure they knew 
about the study and were able to answer questions if asked. Posters were also placed 
in the antenatal clinic once recruitment commenced. 
Potential recruits were pregnant women attending their initial booking appointment at a 
medium maternity unit in Wales. All women who intend to give birth within the Health 
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Board attend clinic for their booking appointment and an USS at around 12 to 15 weeks 
gestation. This time period was chosen as higher rates of mental health problems have 
been noted at 15 weeks than at 30 weeks gestation (Bennett et al. 2008), therefore 
recruiting at this time aimed to capture the majority of women with mental health 
symptoms in pregnancy. The disadvantage is early pregnancy is often when many 
women become anxious or feel physically unwell due to ‘morning sickness’. They 
therefore may present with symptoms of anxiety or depression which resolve later in 
pregnancy. The aim was to recruit a representative, cross section of the pregnant 
population; nevertheless, the inclusion criteria and methods resulted in recruitment of 
an opportunistic sample.  
All women are offered an USS to confirm a viable pregnancy on attending the clinic. 
NHS-employed members of the clinic team acted as ‘gatekeepers’ wherever possible 
to ensure eligibility prior to being approached and invited to participate in the study. 
The use of a gatekeeper who is detached from the research can provide a layer of 
impartiality in the process (Gallo et al. 2012) and reduce coercion. On the negative side 
busy staff acting as gatekeepers may make decisions for potential participants and 
reduce the ability for the researcher to communicate the study. This was not found to 
be a barrier in this study. 
Inclusion criteria  
 Aged 18 years and over 
 Sufficient spoken and written English to complete the study questionnaire 
and be interviewed in English 
 Confirmed viable pregnancy of ≤18 weeks gestation 
Exclusion criteria 
 Pregnancies where there was a confirmed or suspected serious fetal 
anomaly 
Women were approached and provided with a brief verbal explanation of the study. 
Spare copies of the information sheet were available in the clinic and time was given to 
read the information before deciding whether to take part, emphasis being placed on 
the voluntary nature of consent and their right to withdraw at any time without 
compromising their care. A balance is required between enough information to cover 
the important issues and possible consequences and information overload (Ledward 
2011). A room was provided for women to complete their consent forms and 
questionnaire in private, if required. The last page of the questionnaire consisted of a 
detachable sheet for contact details if women had provided consent to be contacted to 
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participate in a follow up interview and also to request a summary of the study findings 
(Appendix 6, page 9). 
Prior to leaving the clinic the EPDS was scrutinised to assess the severity of 
depressive symptoms and the score of three on question 10, ‘The thought of harm ing 
myself has occurred to me’, indicating suicidal intent. Information provided in the 
participant information leaflets and consent forms ensured women were aware their 
information could be passed onto the relevant authorities with or without their 
permission if concerns for their own well-being, or others, were noted. The Health 
Board’s perinatal mental health guideline and safeguarding guidelines provided further 
guidance for referral if required. Following completion of the questionnaire, 
demographic data were extracted from the women’s NHS records to allow follow up, 
along with age, gestation, gravida and parity. 
4.3 Recruitment process/data collection 
4.3.1 Questionnaire 
Women were recruited into the study between 24th November 2017 and 19th January 
2018. During this period, 840 women were expected at the screening clinic in the 
hospital. Women were recruited from 59 of the 74 screening clinics during this period 
(Figure 4.1). The researcher was not present at 15 clinics and therefore 158 (19%) 
women were not approached. 
At the clinic sessions attended, 31 (5%) women did not attend their appointment and 
152 (22%) did not fit the inclusion criteria: five (1%) were under 18 years old, 72 (10%) 
did not have sufficient English, 15 (2%) were found on the USS to have a non-viable 
pregnancy and 41 (6%) were over 18 weeks gestation. A further 19 (3%) were not 
approached as they fit the exclusion criteria, for example an anomaly had been 
identified on the USS. Of the 499 eligible women, 57 (11%) were missed due to women 
passing through the clinic without time to be approached or complete the 
questionnaire.  
Only a few women remembered seeing the information in their booking packs and less 
had read it. Several women noticed the poster in the clinic and one approached the 
desk asking if she could join the study. Numerous women acknowledged mental health 
in pregnancy as being an important topic for research. A number of partners mentioned 
they should also be given a questionnaire to compare their results, indicating they had 
noticed a change in their partners’ mood. Others who were researchers themselves, 
felt obliged to join even though they were reminded they could decline. Conversely, 
comments about data collection and security were raised by a number of women, who 
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Figure 4.1 Recruitment of women in antenatal clinic. 
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declined the study because of their concerns. One suggested the university having 
access to the data was too broad, even after highlighting it was only the research team 
who would have access. Very few women declined to participate, preferring to say they 
were busy, had dyslexia or could not read (See reflexive comments – Appendix 22, p 
382).  
Many women suggested they would be happy to complete the questionnaire without 
reading the information leaflet or signing a consent form. It was reiterated for study 
participation consent was required. The purpose of the study was repeated by the 
researcher with an opportunity given to ask questions and information reinforced 
highlighting the important points with reference to the consent form. Written consent 
was obtained; one copy of the consent form was filed in the handheld notes, one copy 
retained in the Investigator Site File and a third given to the women (Appendix 13).  
Participants were provided with a questionnaire to complete whilst in clinic. Response 
to the study was overwhelmingly positive, with four women who were not able to stay 
and complete the questionnaire keen to take it home and return it by post. However it 
became obvious within the first few weeks this was not going to be fruitful with only one 
questionnaire returned. Participants with mental health problems are less likely to 
return questionnaires (Heron et al. 2004) and as these were the focus of the study, 
retrieving completed questionnaires in clinic afforded the best option to include them. 
For the remaining recruitment period women were asked, prior to providing consent, if 
they would complete the questionnaire before leaving the clinic. This appeared to work 
well and was only implemented when the clinic was quiet and women were seen 
quickly and therefore felt an extra few minutes completing the forms were acceptable.  
The content of the questionnaire received comments, several women asked for an 
explanation of the word ‘adequate’ which appeared in the questions related to financial 
matters (Appendix 6, page 5). An explanation was offered, suggesting ‘adequate’ could 
be replaced with the word ‘enough’, for example: 
Question: Have you enough money to pay your monthly bills? 
Answer: Usually enough. 
A number of women verbally explained the reason for their scoring of the EPDS and 
GAD-7, stating the reason for their change in mood was not related to pregnancy but 
due to the death of a relative or an illness. A couple of women asked if having an 
underlying mental health disorder would make them ineligible. It was reiterated that the 
EPDS and GAD-7 related to the previous two weeks and the study was designed to 
assess a woman’s mood at the beginning of pregnancy regardless of her situation.  
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Question 10 on the EPDS was checked prior to women leaving the clinic. Information 
was placed in the participant information leaflets and on the consent form informing 
women if there were ‘concerns about the safety of her or others then appropriate 
services would be informed with or without her consent’. Plans for referral included 
women in immediate danger to themselves would be referred to their general 
practitioner as recommended by the PNMHT team or if in no immediate danger, 
signposted to the information on the participant information leaflet. Also an entry would 
be made in the NHS records and information passed onto the community midwife as 
appropriate. Fears the statement would result in women declining to join the study did 
not transpire. In fact, several women were positive about the statement, stating they felt 
reassured they would be referred if there were concerns.  
No women scored three on question 10 but six women scored two, and two of these 
also scored high on the total EPDS. The recruiting midwife spoke to them in a quiet 
room in clinic. Another woman who scored high overall on the EPDS was contacted by 
phone as she had left the clinic before being spoken to; it transpired she had already 
been referred to a consultant for support. All had a history of mental health problems, 
none were judged to be at immediate risk of harm, were being cared for by relevant 
professionals, had supportive families and stated they had no immediate thoughts of 
harming themselves. Follow up was offered and they were made aware of support 
services.  
Another two women who had no record of any mood disorders on their questionnaires 
were approached and options for follow up were discussed, with one accepting 
information being passed onto the community midwives and documentation on the 
maternity information system. Again, they were reminded of support services available 
and deemed by the midwife not to be an immediate danger to themselves or others. 
It had been anticipated during the recruitment period there would be a 50% uptake of 
eligible participants. This target was met and recruitment continued until 310 (62%) 
women had consented to join the study slightly over the 300 target sample size, to 
allow for a small dropout rate; four (1%) did not return the questionnaire or provided 
insufficient data to include them in analysis, and four (1%) were withdrawn after 
recruitment when it was noted they fell outside the inclusion criteria ≤18 weeks 
gestation.  
Consent to be contacted for follow up interviews was received from 211 (70%) and 121 
(40%) requested a summary of the study results. A number of women stated they 
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would have been happy to take part in the follow up interviews but knew they were 
moving out of the area in the next few months. 
4.3.2 Booking population 
To compare the characteristics of participants to the general pregnant population of 
women booked for maternity care at the Health Board, anonymised data were 
extracted from the electronic maternity information system. This included all women 
booked from 1st June 2017 to 31st May 2018 and encompassed the period of 
recruitment of women into the study. Permission to access the data was obtained from 
the information technology team overseeing the application and relevant paperwork 
completed, prior to a midwife with access to the database extracting the relevant 
information. The following data items were extracted: date of booking, age, ethnicity, 
occupation, mental health problems, mental health referrals, medication, parity, marital 
status and employment status. Data for 6312 women were extracted and stored on a 
password protected server maintained by the Health Board and then transferred as an 
Excel spreadsheet to the university. 
4.4 Data management 
4.4.1 Questionnaire 
Data from the questionnaire and the NHS records of participants were entered onto 
SPSS and checked for errors by producing frequency tables for each variable and 
examining minimum and maximum value, outliers and missing data. Possible errors 
were checked against the questionnaire and corrections made if necessary. Verification 
of data entry by a research assistant employed by the university comparing each 
variable against the questionnaire revealed an error rate of 0.2%. These errors were 
documented and changed after discussion between the person originally entering the 
data and the second checker. Where ambiguity arose, data management queries were 
formed and agreed with the supervisors and documented to ensure consistency 
(Appendix 14).   
4.4.2 Welsh Index of Multiple Deprivation (WIMD) 
The Welsh Government’s official measure of relative deprivation was designed to 
identify small geographical areas in Wales with the ‘highest concentration of several 
different types of deprivation’, these include income, employment, health and education 
and related to material and social deprivation. Multiple deprivation includes more than 
one of these factors being experienced by a concentration of people in a given area. 
The database is provided on a publicly accessible website, postcodes of participants 
were coded and a socioeconomic status score obtained (Welsh Government 2014). 
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4.4.3 Booking population 
Data from the NHS electronic maternity information system for the booking population 
were coded in Excel. Age, parity and ethnicity were recoded using the same variable 
codes as data generated from the questionnaire. Results for occupation were entered 
into the Office of National Statistics (ONS) database to obtain the occupation code 
(Office for National Statistics 2018). Some information was coded as missing due to 
ambiguity around the text entered into the NHS database, for example ‘SAHP’ 
abbreviation with no recognised meaning. Information which could not be classified on 
ONS for example, student or housewife, was entered into a separate variable, ‘other 
work’.  
Marital status was entered as married or single on the NHS records and therefore 
could not be recoded in a similar way to questionnaire data. Gestation was not 
obtained due to the NHS system recording the date of first contact with a midwife 
rather than the later booking appointment. Information obtained regarding mental 
health problems were recorded as ‘no’ or a list of conditions which was recoded into 
separate variables for anxiety, depression, stress, and ‘other conditions’. Counselling 
was recorded, to match the variables in the questionnaire database. Medication in this 
pregnancy included any medication and was recoded to include only antidepressants. 
Once recoded the information was imported into a separate database in SPSS for 
analysis. 
4.4.4 Missing data 
Recognised management of missing data includes ignoring missing data if it is below 
5% and missing at random (Kim and Mallory 2017) and imputation for higher rates, 
although replacing the mean can distort the results (Pallant 2011). Analysis showed the 
total missing data were 2.4%, with data missing at random. The majority (9.9%) of 
missing data related to questions about educational attainment. Rewording the 
question may have reduced this issue. The question asked ‘What is your highest level 
of education?’ Categories were not offered which led some women recording the type 
of institution rather than level of education which had been awarded. This was not 
detected in the piloted questionnaires as an issue. In hindsight using ‘highest 
qualification’ would have reduced the need to make some assumptions about 
qualification level.  
The literature was searched for options on how to manage missing data for individual 
tools. Only one suggestion was found from an NHS website pertaining to the GAD-7 
screening tool, recommending if one or two values were missing, these could be 
substituted with the average score of the non-missing items (National Health Service 
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2019b). To assess the extent of the missing data an analysis was run. If one variable 
was missing from a screening tool, the mean of all participants for a particular variable 
was imputed. Variables were imputed for a single item within EPDS (n=1), GAD-7 
(n=6), social support and networks (n=1), adaptive functioning (n=6), self-efficacy 
(n=13) and social support (n=5). Correlation analysis was conducted using Spearman’s 
rho on both sets of data using the above tools with the addition of Subjective Social 
Support score and age. The results showed no statistical differences with the exception 
of one measure, total adaptive score against GAD-7, imputed data p=0.061, without 
imputed data p=0.027. Due to minimal difference, missing data were not imputed.  
For the remainder of analysis where scales had missing values, these were excluded 
from all analysis. The exception to this was the EPDS and GAD-7 which were the 
dependent dichotomous variables. To maximise the number of participants who could 
be included in the analysis, where there was one missing value on the EPDS (n=1) and 
GAD-7 (n=6) totals were calculated from the score available. The EPDS score with the 
missing value totalled eight, the maximum possible score for the missing variable 
would have been three. A score of eight or 11 would indicate mild symptoms of 
depression. Total GAD-7 scores for the six participants with a missing value, ranged 
from one to six, the maximum possible score for the one missing question was three. 
This would have changed the symptoms of anxiety from nil to mild for three participants 
but all remained below the criteria for probable anxiety. For one participant all scores 
were missing from the GAD-7, but the EPDS for this participant had been completed in 
full and therefore was included in the analysis. 
4.4.5 Outliers  
Data were visualised using box plots and frequency charts to observe outliers. When 
the MSPSS data were visualised, it was observed to have a cluster of 10 (3.3%) 
outliers which scored below 20 showing minimal social support, while the remaining 
294 (94.7%) scored above 40. 
During data collection several women commented they had selected the wrong end of 
the Likert scale ‘strongly disagree’ and had then crossed this out and reselected 
‘strongly agree’ at the other end of the scale (Figure 4.2). During data entry it was 
noted 28 (9.1%) women had repeated this process. As the outlying scores cannot be 
assumed to be incorrectly completed, all participants were included in the analysis.  
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A previous study also reported this difficulty with reversed scoring of MSPSS in seven 
out of 87 participants in their study. They deemed the scores were reverse, since at 
retest two weeks later they scored high for social support. Furthermore when outliers 
were removed they showed a positive correlation with another social support tool at 
recruitment (rs =0.23, p=0.040) and retest scores (rs =0.25, p=0.018) (Calix 2004). 
Multiple ways of dealing with outliers have been reported (Aguinis et al. 2013) but no 
specific advice was found in articles validating the MSPSS.  
 
 
MSPSS data were analysed with and without outliers. Differences were noted with 
significant other social support and friends’ social support, changing from insignificant 
p=0.160 and p=0.157, respectively, to statistically significant p=0.004 and p=0.029 if 
the outliers were removed (Table 4.1). Because it cannot be assumed the outliers were 
reverse scored by the women completing the questionnaires, analysis was performed 
including the outliers, noting this may result in lower significance for social support. 
 
 
Figure 4.2 MSPSS possible reverse scored. 
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Table 4.1 MSPSS with and without outliers. 
Variable of interest OR                        95% CI p 
Social support – including outliers 
Total  
Significant other 
Family 
Friends 
 
0.98 
0.96 
0.93 
0.96 
 
0.96 to 0.99 
0.91 to 1.02 
0.89 to 0.98 
0.91 to 1.02 
 
0.036 
0.160 
0.003 
0.157 
Social support – without outliers 
Total  
Significant other 
Family 
Friends 
 
0.94 
0.84 
0.88 
0.92 
 
0.90 to 0.97 
0.74 to 0.96 
0.83 to 0.94 
0.86 to 0.99 
 
0.001 
0.004 
0.001 
0.029 
 
4.4.6 Checking normality 
Data were checked for normality as assessed by Shapiro-Wilk’s test (p<0.05), and 
histogram and box plot; only age was found to be normally distributed and therefore 
non-parametric tests were used throughout. 
4.5 Results 
4.5.1 Background characteristics of participants 
Frequencies and descriptive statistics were run on data generated from 302 
questionnaires to report participants’ background characteristics (Table 4.2).  
The majority (67%, n=204) of participants were aged between 25 and 35 years old, 
mean 31.1 (SD=1.13, range 18-45), with similar proportions of nulliparous (46.4%, 
n=140) and multiparous (53.6%, n=162) women. The majority (85%, n=256) were living 
with a partner. Mean gestational age was 12.2 weeks (SD=1.08, range 9-18). National 
identity was described as British (87.1%, n=263), of which 46% (n=142) identified as 
Welsh, the other 12.9% (n=39) included women from Australia, USA, Europe, Africa 
and Asia. Their ethnicity was recorded predominantly as White (84%, n=254), with the 
second largest group Asian (7.9%, n=24). 
Most participants held a qualification at degree level or above (53%, n=160), were in 
full time (47.4%, n=143) or part time (27.2%, n=82) employment, of which 48% (n=145) 
were in the top three managerial or professional occupations as classified by the ONS. 
Just under one third (32.5%, n=98) of participants lived in an area considered to be in 
the lowest quartile for most deprived and just over a third (36.1%, n=109) lived in an 
area described as least deprived. 
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4.5.2 Comparison between participants and booking population  
Routine data of 6312 women booked for maternity care with the Health Board included 
the study participants (Table 4.2). The booking population had a similar mean age 31.7 
years (SD=5.76, range 16-57). Slightly higher proportion of the booking population was 
multiparous (55.9%, n=3529) compared to 53.9% (n=162) of participants. There was 
disparity between the way the data were collected for marital status, therefore a 
comparison could not be made. Amongst the booking population 42.3% (n=2671) were 
married, 39.6% (n=2497) single and 0.6% (n=40) divorced.   
National identity was not recorded on the NHS records. To provide a comparison with 
participants, results were obtained from the 2011 census for Wales. A higher proportion 
of the people who lived in Wales recorded their national identity as Welsh (57.5%, 
n=1761673) compared to 46.7% (n=256) of participants (Office for National Satatistics 
2011). The majority (74.6%, n=4706) of the booking population were of White ethnicity 
compared to 84.1% (n=254) of participants.  
Education was not recorded on the NHS database and similar measures of education 
could not be obtained from UK or Welsh statistical data as a comparison. Employment 
were slightly lower in the booking population 63.8% (n=4024) compared to 76.5% 
(n=231) amongst participants. The proportion of unemployed or seeking work was 
higher in the booking population (7.3%, n=453) compared to 3.6% (n=11) amongst 
participants.   
Table 4.2 Sociodemographic characteristics.  
Background characteristics  Booking 
population 
n=6312 
Participants 
n=302 
 M (SD) R M (SD) R 
Age 31.7 (5.76) 16-57 31.1 (1.13) 18-45 
Gestation   12.2 (1.08) 9-18 
 n (%) n (%) 
Parity 
Nulliparous 
Multiparous 
 
2783 (44.1) 
3529 (55.9) 
 
140 (46.4) 
162 (53.6) 
Do you have a partner? 
Yes 
Yes, but we do not live together 
I do not have a partner                
 
 
 
 
256 (84.8) 
31 (10.3) 
14 (4.6) 
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Marital status 
             Married 
             Single 
             Divorced 
             Not known 
             Missing 
 
2671 (42.3) 
2497 (39.6) 
40 (0.6) 
28 (0.4) 
1075 (17.0) 
 
National identity 
Welsh 
English 
Scottish 
Northern Irish 
British 
Irish 
Other 
 
174,391 (50.0)* 
26,023 (7.4) 
1647 (0.5) 
669 (0.2) 
73,001 (21.0) 
1926 (0.6) 
2770 (0.8) 
 
141 (46.7) 
29 (9.6) 
3 (1.0) 
1 (0.3) 
88 (29.5) 
 
39 (12.9) 
Ethnic background 
White 
Mixed/multiple ethnic groups 
Asian/Asian British 
Black/African/Caribbean/Black  
Other ethnic group  
Missing 
 
4706 (74.6) 
191 (3.0) 
537 (8.5) 
292 (4.6) 
318 (5.0) 
268 (4.2) 
 
254 (84.1) 
14 (4.6) 
24 (7.9) 
5 (1.7) 
1 (0.3) 
4 (1.3) 
Highest level of education  
Postgraduate qualification 
Degree or above 
Higher education below Degree 
A levels, vocational level 3 
Trade apprenticeships 
GCSE, vocational level 2 
No qualifications 
Missing 
 
 
 
 
 
 
 
 
 
69 (22.8) 
89 (29.5) 
19 (6.3) 
49 (16.2) 
4 (1.3) 
40 (13.2) 
2 (0.7) 
30 (9.9) 
Employment situation 
In full time work 
In full time education or training 
In part time work 
In part time education or 
training 
Both in work and education or 
training 
Unemployed and seeking work 
Out of work not seeking work 
Other 
Missing 
 
4024 (63.8)! 
 
 
 
 
 
 
453 (7.2) 
1420 (22.5) 
29 (0.5) 
386 (6.1) 
 
143 (47.4) 
5 (1.7) 
82 (27.2) 
 
2 (0.7) 
 
6 (2.0) 
11 (3.6) 
41 (13.6) 
11 (3.6) 
1 (0.3) 
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Main occupation 
Managerial 
Professional 
Associate professional 
Administrative 
Skilled trades 
Caring, leisure 
Sales and customer service 
Process, plant and machine 
operative 
Elementary occupations 
Missing 
No occupation  
Student 
Mother/housewife/carer 
 
110 (7.0) 
510 (32.7) 
236 (15.1) 
131 (8.4) 
26 (1.7) 
272 (17.4) 
163 (10.4) 
 
19 (1.2) 
95 (6.1) 
 
1977 (55.9) 
193 (3.1) 
1777 (28.2) 
 
15 (5.0) 
86 (28.5) 
39 (12.9) 
31 (10.3) 
2 (0.7) 
39 (12.9) 
17 (5.6) 
 
2 (0.7) 
10 (3.3) 
5 (1.7) 
56 (18.5) 
5 (1.7) 
28 (9.2) 
Welsh index of multiple deprivation 
Quartile 1 Most deprived 
Quartile 2 
Quartile 3 
Quartile 4 Least deprived 
  
98 (32.5) 
42 (13.9) 
53 (17.5) 
109 (36.1) 
 Due to large amounts of missing data percentage was calculated from the data available         
from the booking population 
!
  Work was not separated into full or part time on the maternity database. 
*   
Data taken from Welsh Statistics 2011 census as no data available on NHS database  
Main occupation for the booking population contained a large amount of missing data. 
 A comparison with available data from the database showed a higher proportion of 
women (55.9%, n=1977) classed themselves as having no occupation compared to the 
participants (18.5%, n=56). Of these 3.1% (n=193) were students in the booking 
population compared to 1.7% (n=5) of participants and 28.2% (n=1777) were mothers 
or housewives compared to 9.2% (n=28) of participants.  
4.5.3 Mental health status of participants 
Amongst participants, 32.5% (n=98) reported one or more mood disorders, most 
commonly anxiety (22.2%, n=67) or depression (15.6%, n=47) (Table 4.3). Other 
reported conditions included bipolar disorder, post-traumatic stress disorder and OCD 
(7%, n=21), only a small proportion self-reported stress (6.3%, n=19). In comparison 
the GAD-7 showed 8.3% (n=25) of women scored ≥10 indicating symptoms of anxiety 
and 8.6% (n=26) of women scored ≥13 on the EPDS indicating symptoms of 
depression. Mild anxiety symptoms accounted for a further 24.2% (n=73) and mild 
depressive symptoms 25.2% (n=76). EPDS and GAD-7 are significantly correlated (rs 
=0.75, p<0.001). 
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The majority (17.9%, n=54) developed these conditions in adulthood, 5.3% (n=16) in 
adolescence and 0.7% (n=2) in childhood. It is not known whether these conditions 
were officially diagnosed. Self-diagnosis was reported by 3.3% (n=10) and a further 
3.0% (n=9) were unsure of the time of diagnosis. Medication (5%, n=15) and 
counselling (3.3%, n=10) were the choice of treatment, with two women (0.7%) on a 
waiting list for counselling. 
4.5.4 Comparison of mental health status of participants and the booking 
population  
Reported mental health problems were higher in the participant group (32.5%, n=98) 
than recorded in the records of the booking population (23.6%, n=1490) (Table 4.3). 
Reported levels of anxiety were nearly twice as high (22.2%, n=67) in the participant 
group but they had lower rates of depression (15.6%, n=47) compared to the booking 
population (12.8%, n=810) and (17.3%, n=1092) respectively. Medication for mental 
health disorders were recorded by a greater proportion of the booking population 
(8.5%, n=538) than in the participant group (5.0%, n=15). Conversely a higher 
proportion of women in the participant group had received counselling (5.3%, n=16) 
than amongst the booking population (2.3%, n=148). Although 2.0% (n=6) of 
participants stated in the questionnaire they developed postnatal depression and 0.3% 
(n=1) developed prenatal depression, due to the free text nature of the question the 
majority stated they developed mental health problems in adulthood rather than relating 
it to the perinatal period 0.7% (n=2). Data for time of diagnosis, EPDS and GAD-7 are 
not routinely collected and therefore comparative data were not available for the 
booking population. 
Table 4.3 Self-reported mental health status. 
Mental health status   Booking 
population  
n=6312  
Participants 
n=302 
 n (%) n (%) 
Have you been diagnosed 
with a mood disorder? 
No 
Yes 
Missing 
If yes which mood disorder? 
Anxiety 
Depression 
Stress 
 
 
4551 (72.1) 
1490 (23.6) 
273 (4.3) 
 
810 (12.8) 
1092 (17.3) 
17 (0.3) 
 
 
198 (65.6) 
98 (32.5) 
6 (2.0) 
 
67 (22.2) 
47 (15.6) 
19 (6.3) 
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Other 
Postnatal depression 
Prenatal depression 
Bipolar disorder 
OCD  
Panic attacks 
PTSD 
Mild hallucinations 
Mood/hormone disorder 
Phobias 
Psychotic depression 
Puerperal psychosis 
Personality disorder 
Psychosis 
Eating disorder 
Self-harm 
Suicidal thoughts 
Schizophrenia 
 
106 (1.6) 
1 (0.0) 
46 (0.7) 
52 (0.8) 
114 (1.8) 
89 (1.4) 
1 (0.0) 
2 (0.0) 
23 (0.3) 
21 (0.3) 
4 (0.1) 
15 (0.2) 
12 (0.2) 
12 (0.2) 
18 (0.3) 
65 (1.0) 
3 (0.0) 
21 (7.0) 
6 (2.0) 
1 (0.3) 
3 (1.0) 
1 (0.3) 
2 (0.7) 
6 (2.0) 
1 (0.3) 
1 (0.3) 
EPDS  
≤12 
≥13 
  
276 (91.4) 
26 (8.6) 
GAD-7 
≤9 
≥10 
Missing 
  
276 (91.4) 
25 (8.3) 
1 (0.3) 
When Diagnosed 
Pregnancy/postnatal 
Childhood 
Adolescence 
Adulthood 
Self-diagnosis 
Unsure 
Missing 
  
2 (0.7) 
2 (0.7) 
16 (5.3) 
54 (17.9) 
10 (3.3) 
9 (3.0) 
11 (3.6) 
Treatment 
Medication (current) 
Medication (previously) 
Counselling (current) 
Counselling (waiting) 
Counselling (previously) 
 
538 (8.5) * 
 
148 (2.3) * 
 
 
15 (5.0) 
1 (0.3) 
10 (3.3) 
2 (0.7) 
4 (1.3) 
        * Time of medication or counselling not available                       
4.5.5 Women with probable anxiety and or depression 
The rest of this chapter relates only to study participants. Using recommended cut offs, 
EPDS ≥13 (Cox et al. 1987; Matthey et al. 2006) and/or GAD-7 ≥10 (Spitzer et al. 
2006; Simpson et al. 2014) women with probable anxiety or depression were 
considered to have screened positive for mental health problems. This resulted in 35 
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(11.6%) women who met these criteria, the other participants were considered to have 
screened negative for probable anxiety or depression (Table 4.4).  
Table 4.4 Screening results.                                   
Mental health status n (%) 
Screen negative 267 (88.4) 
Screen positive 35 (11.6) 
Total 302 (100.0) 
             
Amongst the 35 women who screened positive 10 (28.5%) had symptoms of probable 
depression but not anxiety, nine (25.7%) had symptoms of probably anxiety but not 
depression and 16 (45.7%) had symptoms of both probably anxiety and depression.  
4.5.6 Comparison between screen positive and screen negative women 
This section reports comparison between screen positive and screen negative women 
(Table 4.5). Gestation was similar between the two groups with a mean 12.3 (SD=1.2, 
range 9-17) weeks for screen positive women and mean 12.2 (SD=1.1, range 9-18) 
weeks for screen negative women. Mean age was slightly lower in the screen positive 
women mean 29.4 (SD=5.6, range 19-38) compared to the screen negative group 31.3 
(SD=4.9, range 18-45). Nearly two thirds (60%, n=21) of women in the screen positive 
group were multiparous compared with around half of the screen negative group 
(52.8%, n=126). The majority of women lived with a partner, a slightly lower proportion 
in the screen positive groups (71.4%, n=25) compared to 86.1% (n=234) in the screen 
negative group. A higher proportion of women (25.7%, n=9) in the screen positive 
group had partners but did not live with them compared to 9.0% (n=24) of the screen 
negative group.  
National identity was largely British (82.9%, n=29) in the screen positive group, similar 
to that in the screen negative group (87.6%, n=234). Ethnicity was recorded 
predominantly as White (77.1%, n=27) in the screen positive group, slightly lower than 
the screen negative group (85.0%, n=227).  
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Table 4.5 Sociodemographic characteristics. 
 Participants  
n=302 
Screen 
negative* 
n=267 
Screen 
positive!  
n=35 
 M (SD) R                    M (SD) R                    M (SD) R                    
Age                                           31.1 (1.13) 18-
45 
31.3 (4.92) 
18-45 
29.4 (5.61) 
19-38 
Gestation 12.2 (1.08) 9-
18 
12.2 (1.06) 9-
18 
12.3 (1.18) 9-
17 
 n (%) n (%) n (%) 
Parous 
Nulliparous 
Multiparous 
 
140 (46.4) 
162 (53.6) 
 
126 (47.2) 
141 (52.8) 
 
14 (40.0) 
21 (60.0) 
Do you have a partner? 
Yes, live together 
Yes, not living together 
No 
Missing 
 
256 (84.8) 
31 (10.3) 
14 (4.6) 
1 (0.3) 
 
230 (86.1) 
24 (9.0) 
12 (4.5) 
1 (0.4) 
 
25 (71.4) 
9 (25.7) 
1 (2.9) 
Nationality identity 
British 
Other 
 
263 (87.1) 
39 (12.9) 
 
234 (87.6) 
33 (12.4) 
 
29 (82.9) 
6 (17.1) 
Ethnic background 
White 
Other 
Missing 
 
254 (84.1) 
44 (14.6) 
4 (1.3) 
 
227 (85.0) 
36 (13.5) 
1 (1.5) 
 
27 (77.1) 
8 (22.9) 
 
Highest level of education  
Postgraduate qualification 
Degree or above 
Higher education below 
Degree 
A levels, vocational level 3 
Trade apprenticeships 
GCSE, vocational level 2 
No qualifications 
 
69 (22.8) 
89 (29.5) 
19 (6.3) 
49 (16.2) 
4 (1.3) 
40 (13.2) 
2 (0.7) 
30 (9.9) 
 
65 (24.3) 
82 (30.7) 
17 (6.4) 
40 (15.0) 
2 (0.7) 
37 (13.9) 
1 (0.4) 
23 (8.6) 
 
4 (11.4) 
7 (20.0) 
2 (5.7) 
9 (25.7) 
2 (5.7) 
3 (8.6) 
1 (2.9) 
7 (20.0) 
Highest level of education 
Degree or above 
No Degree 
Missing 
 
158 (52.3) 
114 (37.7) 
30 (9.9) 
 
147 (55.1) 
97 (36.3) 
23 (8.6) 
 
11 (31.4) 
17 (48.6) 
7 (20.0) 
Employment situation 
Employed or in education 
Not employed or in 
education 
Missing 
 
238 (78.8) 
 
63 (20.9) 
1 (0.3) 
 
211 (79.0) 
 
55 (20.6) 
1 (0.4) 
 
27 (77.1) 
 
8 (22.9) 
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Main occupation 
Professional 
Non Professional 
            Missing 
 
140 (46.4) 
157 (52.0 
5 (1.7) 
 
133 (49.8) 
130 (48.7) 
4 (1.5) 
 
7 (20.0) 
27 (77.1) 
1 (2.9) 
Welsh index of multiple 
deprivation 
Quartile 1 (Most deprived) 
Quartile 2 
Quartile 3 
Quartile 4 (Least deprived) 
 
 
98 (32.5) 
42 (13.9) 
53 (17.5) 
109 (36.1) 
 
 
84 (31.5) 
34 (12.7) 
49 (18.4) 
100 (37.5) 
 
 
14(40.0) 
8 (22.9) 
4 (11.4) 
9 (25.7) 
Have you been diagnosed with a 
mood disorder? 
Yes 
No 
Missing 
 
 
198 (65.6) 
98 (32.5) 
6 (2.0) 
 
 
74 (27.7) 
187 (70.0) 
6 (2.2) 
 
 
24 (68.6) 
11 (31.4) 
 
If yes which mood disorder? 
Anxiety 
Depression 
Stress 
Other 
 
67 (22.2) 
47 (15.6) 
19 (6.3) 
21 (7.0) 
 
52 (19.5) 
32 (12.0) 
11 (4.1) 
17 (6.4) 
 
15 (42.9) 
15 (42.9) 
8 (22.9) 
4 (11.4) 
EPDS  
≤12 
≥13 
 
276 (91.4) 
26 (8.6) 
 
267 (100.0) 
 
9 (25.7) 
26 (74.3) 
GAD-7 
≤9 
≥10 
Missing 
 
276 (91.4) 
25 (8.3) 
1 (0.3) 
 
266 (99.6) 
 
1 (0.4) 
 
25 (28.6) 
10 (71.4) 
Diagnosis 
Pregnancy/postnatal 
Childhood 
Adulthood 
Adolescence 
Self-diagnosis 
Unsure 
NA 
Missing 
 
2 (0.7) 
2 (0.7) 
54 (17.9) 
16 (5.3) 
10 (3.3) 
9 (3.0) 
198 (65.6) 
11 (3.6) 
 
2 (0.7) 
2 (0.7) 
45 (16.9) 
9 (3.4) 
6 (2.2) 
6 (2.2) 
187 (70.0) 
10 (3.7) 
 
 
 
9 (25.7) 
7 (20.0) 
4 (11.4) 
3 (8.6) 
11 (31.4) 
1 (2.9) 
Treatment 
Medication 
Counselling (current) 
Counselling (waiting) 
Counselling (previously) 
 
16 (5.3) 
10 (3.3) 
2 (0.7) 
4 (1.3) 
 
8 (3.0) 
6 (2.2) 
4 (1.5) 
1 (0.4) 
 
7 (20.0) 
4 (11.4) 
1 (2.9) 
 
* EPDS of ≤13 and/or GAD-7 of ≤10 
!  
EPDS of ≥13 and/or GAD-7 of ≥10 
 
A lower proportion (31.4%, n=11) of women in the screen positive group, compared to 
55.1% (n=147) of screen negative women held a qualification at degree level or above. 
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A similar proportion in each group were employed or in education 77.1% (n=27) in the 
screen positive group, compared to 79.0% (n=211) in the screen negative group. A 
higher proportion (77.1%, n=27) in the screen positive group worked in non-
professional occupations compared to the screen negative group (48.7%, n=130).  
WIMD scores indicated a higher proportion (40%, n=14) of women in the screen 
positive group lived in an area of greatest deprivation, compared to 31.5% (n=84) in the 
screen negative group. Only a quarter (25.7%, n=9) in the screen positive group lived 
in the least deprived area, compared to over a third (37.5%, n=100) of the screen 
negative women.  
Current or previous mood disorders were recorded by 68.6% (n=24) of women in the 
screen positive group compared to 27.7% (n=74) in the screen negative group. Nearly 
half of the women in the screen positive group had anxiety and depression (42.9%, 
n=15). In the screen negative group 19.5% (n=52) and 12% (n=32) of women reported 
previous or current history of anxiety and depression respectively. Medication for 
mental health problems were reported by a higher proportion 20% (n=7) of women in 
the screen positive group than in the screen negative group 3% (n=8). Counselling for 
mental health problems had been received by 11% (n=4) of women in the screen 
positive group, compared to 2.2% (n=6) in the screen negative group. 
4.5.7 Statistical analysis 
Data were analysed to explore associations between background characteristics, 
mental health history, support networks and self-efficacy in relation to anxiety and 
depression using chi-square.  
There was no statistically significant association between the screening result and 
parity 𝜒2(df =1) =0.64, p=0.422 (Table 4.6). 
Table 4.6 Associations between screening results and parity. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Parity 
Nulliparous 126 (90.0) 14 (10.0) 140 (100.0) 
Multiparous 141 (87.0) 21 (13.0) 162 (100.0) 
Total 267 (88.4) 35 (11.6) 302 (100.0) 
 
There was no statistically significant association between the screening results and 
maternal age 𝜒2(df=2) =3.308, p=0.191 (Table 4.7). Younger women were more likely 
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to score positive but possibly due to small numbers the difference was not statistically 
significant. 
Table 4.7 Association between screening results and maternal age. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Age  
≤25 34 (81.0) 8 (19.0) 42 (100.0) 
26-35 182 (88.8) 23 (11.2) 205 (100.0) 
≥36 51 (92.7) 4 (7.3) 55 (100.0) 
Total 267 (88.4) 35 (11.6) 302 (100.0) 
 
There was no statistically significant association between the screening results and 
national identity  𝜒2(df=1) =0.63, p=0.428 (Table 4.8). 
Table 4.8 Association between screening results and national identity. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
National 
identity 
British 234 (89.0) 29 (11.0) 263 (100.0) 
Not British 33 (84.6) 6 (15.4) 39 (100.0) 
Total 267 (88.4) 35 (11.6) 302 (100.0) 
 
There was no statistically significant association between the screening results and 
ethnicity 𝜒2(df=1) =2.06, p=0.151 (Table 4.9).  
Table 4.9 Association between screening results and ethnicity. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Ethnicity 
group 
White 227 (89.4) 27 (10.6) 254 (100.0) 
Non white 36 (81.8) 8 (18.2) 44 (100.0) 
Total 263 (88.3) 35 (11.7) 298 (100.0) 
 
There was no statistically significant association between the screening and being 
employed or in education 𝜒2(df=1) =0.09, p=0.766 (Table 4.10).  
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Table 4.10 Association between screening results and employment. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Employment 
situation 
In 
employment 
or education 
211 (88.7) 27 (11.3) 238 (100.0) 
Not in 
employment 
or education 
55.7 (87.3) 8 (12.7) 63 (100.0) 
Total 266 (88.4) 35 (11.6) 301 (100.0) 
 
Although a greater proportion of women living in areas of deprivation screened positive 
there was no statistically significant association between the screening results and 
level of deprivation using the quartiles  𝜒2(df=3) =5.0, p=0.172 (Table 4.11).  
Table 4.11 Association between screening results and Welsh Index of Multiple Deprivation - 
quartile. 
 
Due to small numbers in each cell, the four categories were reduced to two, combining 
the upper and lower two quartiles. Following recoding a statistically significant 
association between women who screened positive and deprivation scores 𝜒2(df=1) 
=4.34, p=0.037 was found (Table 4.12). 
 
 
 
 
Screen negative 
n (%) 
Screen 
positive 
n (%) 
Total 
n (%) 
Welsh Index 
of Multiple 
Deprivation 
Most 
deprived 1st 
quartile 
84 (85.7) 14 (14.3) 98 (100.0) 
2nd quartile 34 (81.0) 8 (19.0) 42 (100.0) 
3rd quartile 49 (92.5) 4 (7.5) 53 (100.0) 
Least 
deprived 4th 
quartile 
100 (91.7) 9 (8.3) 109 (100.0) 
Total 267 (88.4) 35 (11.6) 302 (100.0) 
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Table 4.12 Association between screening results and Welsh Index of Multiple Deprivation. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Welsh Index 
of Multiple 
Deprivation 
1st and 2nd 
quartile  
118 (84.3) 22 (15.7) 140 (100.0) 
3rd and 4th 
quartile  
149 (92.0) 13 (8.0) 162 (100.0) 
Total 267 (88.4) 35 (11.6) 302 (100.0) 
 
There was a statistically significant association between screening results and history 
of a previous mood disorder 𝜒2(df=1) =22.54, p<0.001 (Table 4.13). 
Table 4.13 Association between screening results and previous or current mood disorder. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Previous or 
current mood 
disorder 
Yes 74 (75.5) 24 (24.5) 98 (100.0) 
No 187 (94.4) 11 (5.6) 198 (100.0) 
Total 261 (88.2) 35 (11.8) 296 (100.0) 
 
There was a statistically significant association between women who screened positive 
and levels of education 𝜒2(df=1) =4.53, p=0.033 (Table 4.14).  
Table 4.14 Association between screening results and education. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Education  
Degree or 
above 
147 (93.0) 11 (7.0) 158 (100.0) 
Below 
degree level 
97 (85.1) 17 (14.9)  114 (100.0) 
Total 244 (89.7) 28 (10.3) 272 (100.0) 
 
There was a statistically significant association between women who screened positive 
and their main occupation level 𝜒2(df=1) =10.86, p<0.001 (Table 4.15).  
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Table 4.15 Association between screening results and occupation. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Main 
occupation 
Professional 133 (95.0) 7 (5.0) 140 (100.0) 
Non 
professional 
130 (82.8) 27 (17.2) 157 (100.0) 
Total 263 (88.6) 34 (11.4) 297 (100.0) 
 
There was a statistically significant association between screening results and their 
relationship status, with women with partners but not living together more likely to 
screen positive 𝜒2(df=2) =8.88, p=0.012 (Table 4.16).  
Table 4.16 Association between screening results and relationship status. 
 
Screen negative 
n (%) 
Screen positive 
n (%) 
Total 
n (%) 
Do you have 
a partner? 
Yes, live 
together 
230 (90.2) 25 (9.8) 255 (100.0) 
Yes, not 
living 
together 
24 (72.7) 9 (27.3) 33 (100.0) 
No 12 (92.3) 1 (7.7) 13 (100.0) 
Total 266 (88.4) 35 (11.6) 301 (100.0) 
 
A binary logistic regression was performed for scale variables to explore associations 
between screening scores and nationality, ethnicity, education, employment and 
training, occupation, partner, parity, age, subjective social status, social support and 
networks, adaptive functioning, self-efficacy, social support and WIMD (Table 4.17).  
The following characteristics were found to be associated with a higher incidence of 
women screening positive: lower education level (OR 2.34, 95% CI 1.05-5.21, 
p<0.037); non-professional occupation (OR 3.95, 95% CI 1.66-9.38, p=0.002); having a 
partner but not living together (OR 3.45, 95% CI 1.45-8.34, p=0.005) and lower 
adaptive functioning (OR 1.47, 95% CI 1.03-2.09, p=0.034). Characteristics found to be 
associated with a lower incidence of women screening positive: older maternal age 
(OR 0.93, 95% CI 0.87-0.99, p=0.038); higher subjective social status (OR 0.75, 95% 
CI 0.59-0.96, p=0.023); higher social support and networks (OR 0.88, 95% CI 0.81-
0.97, p=0.010); higher self-efficacy (OR 0.93, 95% CI 0.88-0.97, p=0.002); higher 
social support from family (OR 0.93, 95% CI 0.89-0.98, p=0.003) and living in areas of 
lower multiple deprivation (OR 0.47, 95% CI 0.23-0.97, p=0.041) (Table 4.17). 
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Table 4.17 Odds ratios for associations between independent variables and screen positive 
women. 
Variable of interest OR 95% CI p 
Nationality 
British 
Other 
 
Ref 
1.43 
 
 
0.56 to 3.80 
 
 
0.430 
Ethnicity 
White 
Other 
 
Ref 
1.87 
 
 
0.78 to 4.43 
 
 
0.156 
Education 
Degree and above 
Below degree level 
 
Ref 
2.34 
 
 
1.05 to 5.21 
 
 
0.037 
Employment 
In education, training  
or work 
Not in education,  
training or employment 
 
Ref 
 
1.14 
 
 
 
0.49 to 2.64 
 
 
 
0.766 
Occupation 
Professional  
Non professional 
 
Ref 
3.95 
 
 
1.66 to 9.38 
 
 
0.002 
Partner 
Yes, live together 
Yes, not living together 
No 
 
Ref 
3.45 
0.77 
 
 
1.45 to 8.24 
0.09 to 6.15 
 
 
0.005 
0.802 
Parous 
Nulliparous 
Multiparous 
 
Ref 
1.34 
 
 
0.65 to 2.75 
 
 
0.424 
Age (years) 0.93 0.87 to 0.99 0.038 
Subjective social status 0.75 0.59 to 0.96 0.023 
Financial means  0.89 0.81 to 0.97 0.010 
Adaptive functioning 1.47 1.03 to 2.09 0.034 
Self-efficacy 0.93 0.88 to 0.97 0.002 
Social support  
Significant other 
Family 
Friends 
 
0.96 
0.93 
0.96 
 
0.91 to 1.02 
0.89 to 0.98 
0.91 to 1.02 
 
0.160 
0.003 
0.157 
WIMD 
1st and 2nd quartile 
(Most deprived) 
3rd and 4th quartile 
 
Ref 
 
0.47 
 
 
 
0.23 to 0.97 
 
 
 
0.041 
 
All variables significant at the level of p<0.1 and variables identified in the literature as 
being associated with adverse mental health were entered into a binary logistic 
regression model. The tested independent factors were: education, occupation, 
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partner, age, parity, subjective social status, social support networks, adaptive 
functioning, social support from partner, family and friends, self-efficacy and WIMD. 
Assessment of multicollinearity was performed for all variables entered into bivariate 
logistic regression. No associations were found. Results showed a tolerance of more 
than 0.10 and VIF values of less than three. 
The full model containing all predictors was statistically significant, 𝜒2(df=15, n=238) 
=49.52, p<0.001, indicating the model was able to distinguish between screen positive 
and screen negative participants. Sensitivity of the model was 99.1% with a specificity 
of 29.2%, the positive predictive value was 77.7% and the negative predictive value of 
92.2%. Only three of the independent variables were identified as predictive of adverse 
mood disorders in the full model; presence of previous mood disorder (OR 4.53, 95% 
CI 1.44-14.24, p=0.010), low self-efficacy (OR 1.26, 95% CI 1.09-1.47, p=0.002), and 
counterintuitively high support from friends, was also associated with an increased risk 
of a positive screen, (OR 1.25, 95% CI 1.02-1.53, p=0.035). Possibly due to small 
numbers of screen positive (n=35) and the possibility of reverse scoring on the 
MSPSS. 
Another unexpected result was the relationship between a screen positive result and 
relationship status which identified an association between ‘having a partner but not 
living together’ and poor mental health (OR 3.45, 95% CI 1.45-8.24, p=0.005), 
compared to no partner (OR 0.77, 95% CI 0.09-6.15, p=0.802). In the regression 
analysis, although not statistically significant, there was a stronger association between 
poor mental health and not having a partner (OR 3.35, 95% CI 0.18-61.03, p=0.415), 
than between having but not living with a partner (OR 0.53, 95% CI 0.11-2.43, 
p=0.411). A review of the raw data and re-run of the analysis did not detect any 
analytical error. The low number of women who screened positive (n=35) along with 
the low number of women without a partner (n=13), or chance, could explain the 
inconsistent results. 
The strongest predictor of a positive screen result was previous mood disorder, the 
second strongest predictor was low self-efficacy. Support from friends showed a 
statistically significant predictor but had a negative effect (Table 4.18). One possible 
explanation could be the suspected reversed scoring of the MSPSS.  
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Table 4.18 Binary logistic regression predicting women who screen positive for mental health 
problems. 
 Sig. OR 95% CI 
Previous mood disorder 
Low social status 
Low financial means 
Low adaptive function 
Low self-efficacy 
Low support from: 
Significant other  
Family  
Friends  
Nonprofessional 
Live with partner 
Not living together 
No partner  
Younger age 
Education below degree 
Multiparous 
Living in an area of 
deprivation 
0.010 
0.568 
0.640 
0.556 
0.002 
 
0.088 
0.073 
0.035 
0.162 
0.395 
0.411 
0.415 
0.269 
0.448 
0.139 
0.140 
4.53 
0.89 
0.96 
0.83 
1.26 
 
1.18 
1.23 
1.25 
0.35 
1.00* 
0.53 
3.35 
1.07 
1.72 
0.41 
2.37 
1.44 
0.58 
0.79 
0.45 
1.09 
 
0.96 
0.99 
1.02 
0.08 
 
0.11 
0.18 
0.94 
0.42 
0.12 
0.75 
14.24 
1.35 
1.16 
1.53 
1.47 
 
1.44 
1.28 
1.53 
1.52 
 
2.43 
61.03 
1.22 
7.07 
1.34 
7.46 
* reference value 
Due to the small number of screen positive women and some missing data, the model 
only included 24 out of 35 women in the screen positive group. A second binary logistic 
analysis was run without the variable for education which contained the most missing 
data. This resulted in 30 out of 35 of the women in the screen positive group being 
included in the analysis (Table 4.19). 
The model without education variable, was statistically significant, 𝜒2(df=14, n=256) 
=61.87, p<0.001,  indicating the model was able to distinguish between screen positive 
and screen negative participants. Sensitivity of the model 99.1% with a higher 
specificity 36.7% than the first model, the positive predictive value was 84% and the 
negative predictive value was 92.6%. Only three of the independent variables were 
predictive of adverse mental health in the full model; the presence of a previous mood 
disorder (OR 3.95, 95% CI 1.37-11.33, p=0.011), low self-efficacy (OR 1.27, 95% CI 
1.12-1.35, p=0.001) and low support from family (OR 1.13, 95% CI 1.00-1.27, 
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p=0.044). Surprisingly low support from friends (OR 0.83, 95% CI 0.70-0.99, p=0.040) 
was a protective factor for adverse mental health.  
Similarly to the first model, the strongest predictor of poor mental health was previous 
mood disorders and the second strongest predictor was low self-efficacy. A higher level 
of support was associated with an increase in anxiety and depression symptoms. 
Whereas higher support from family was associated with lower levels of anxiety and 
depression. One possible explanation could be the suspected reversed scoring of the 
MSPSS.  
Table 4.19 Binary logistic regression predicting women who screen positive for mental health 
problems, without the variable for education. 
 Sig. OR 95% CI 
Previous mood disorder 
Low social status 
Low financial means 
Low adaptive function 
Low self-efficacy 
Low support from: 
Significant other  
Family  
Friends  
Nonprofessional 
Live with partner 
Not living together 
No partner  
Younger age 
Multiparous 
Living in an area of 
deprivation 
0.011 
0.702 
0.738 
0.585 
0.001 
 
0.140 
0.044 
0.040 
0.182 
0.495 
0.749 
0.320 
0.226 
0.140 
0.236 
3.95 
0.93 
0.97 
0.85 
1.27 
 
1.14 
1.13 
0.83 
0.43 
1.00* 
0.80 
4.25 
1.07 
0.45 
1.87 
1.37 
0.63 
0.82 
0.48 
1.12 
 
0.96 
1.00 
0.70 
0.13 
 
0.20 
0.25 
0.96 
0.15 
0.66 
11.33 
1.36 
1.16 
1.51 
1.45 
 
1.36 
1.27 
0.99 
1.49 
 
3.16 
73.40 
1.21 
1.30 
5.27 
* reference value 
In summary, the results from the questionnaire with women in early pregnancy suggest 
women with low self-esteem and a previous mental health condition were more likely to 
have symptoms of anxiety and depression. Support from friends indicated women were 
more likely to have mental health problems but support from a ‘significant other’ had a 
protective effect. 
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4.6 Summary 
This chapter described the survey phase of the study with pregnant women. Consent 
was obtained from 310 women in early pregnancy in the antenatal clinic at their 
booking appointment. The majority of women were keen to support the study, although 
the collection of personal data prevented several from providing consent. Concerns 
that the section on safeguarding in the information leaflet may deter women from taking 
part were unfounded, in retrospect women were reassured. Several women answered 
positively to question 10 or scored high on the EPDS, requiring a follow up discussion 
and offers of support.  
Consent was received from 310 women, withdrawal, incomplete or non-returned 
questionnaires led to analysis of 302 questionnaires. Preparation of the data for 
analysis indicated missing data and outliers. MSPSS were noted to have possible 
reversed scoring which may have altered the analysis of social support. Suggestions to 
replace missing data or suspected reverse scores with average scores were not 
undertaken, original data was used in the analysis, as it could not be assumed as 
erroneous. 
Descriptive frequency analysis indicated women were mainly White British nationals, 
highly educated and the majority employed. A third of the participants reported mental 
health problems. Self-reported anxiety and depression were higher than when 
assessed by the EPDS and GAD-7. A possible explanation could be due to the cut off 
scores detecting moderate anxiety and depression, whereas women may have self-
reported mild symptoms of anxiety and depression which were not detected on the 
screening tools. Several women stated their conditions were self-diagnosed which 
again could be a reason for the higher self-reported rates. 
To check representation of the pregnant population, anonymised data were collected 
for women booked for care (n=6312) from the maternity database at the same Health 
Board (booking population). A comparison was made between these and the 
participants. A greater proportion of participants described themselves as White and 
had higher employment levels compared to the booking population. A higher proportion 
of participants had mental health problems than in the booking population. Anxiety was 
nearly twice as high in the participant group, possibly owing to women with mental 
health problems showing a personal interest in taking part. However more women in 
the booking population were taking medication, probably because there were more 
women with depression in this group. 
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From the initial 302 women who completed the questionnaire those with scores on the 
EPDS and GAD-7 above the cut off for probable depression or anxiety were divided 
into a screen positive group (n=35), which were then analysed against the rest of the 
participants – screen negative. Descriptive and frequencies showed similarities in age, 
gestation, national identity, ethnicity and employment. The group of women with 
probable depression and/or anxiety (screen positive) had a lower educational 
attainment, twice as many were in nonprofessional occupations, had partners but were 
not living together and lived in the lower socioeconomic areas for deprivation. 
Chi-square and binary logistic regression analysis was used to assess associations 
between dependent dichotomous variables and independent variables to provide 
associations between poor mental health and sociodemographic characteristics. 
Associations were found between anxiety and depressive symptoms and WIMD, 
previous mood disorder, relationship with partner, education, occupation, age, 
subjective social status, social support networks, adaptive functioning, self-efficacy and 
social support from family. 
The statistically significant variables were then entered into a binary logistic regression 
model to assess predictors of poor mental health. Due to missing data only 24 screen 
positive women were included in the first binary logistic regression, a second were run 
with education removed which increased analysis of screen positive women to 30. This 
showed similar statistically significant factors as the first model with the addition of low 
social support from family. Main predictors were previous mood disorder, low self-
efficacy and high friend support. Low self-efficacy and a history of a previous mental 
health disorder were noted to be the main predictors of poor anxiety or depression. 
Unexpectedly support from friends predicted symptoms of anxiety and depression, 
possibly due to the reversed scoring items on the MSPSS or the small number of 
women (n=35) who were screen positive. 
Chapter five describes the selection and recruitment of 20 women from the initial 
cohort. Statistical analysis presents the sociodemographic characteristics of women 
consented into the study and women who were interviewed. Thematic analysis of the 
data generated resulted in three themes.  
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Chapter five – Interviews with women 
5.1 Introduction  
The aim of conducting interviews with women was to explore their experiences during 
pregnancy with mild to moderate mental health problems and describe the barriers to 
seeking help regarding their mental health. Prior research typically included 
participants who gave birth weeks, months, and sometimes years, earlier (Logsdon et 
al. 2009; Byatt et al. 2013c; Henderson and Redshaw 2016; Henderson et al. 2018). 
Retrospective information about pregnancy may be coloured by the birth and change in 
circumstances of caring for a newborn. Obtaining information whilst pregnant was 
thought to provide a more accurate understanding of changes in moods and emotions. 
This chapter will describe the selection, recruitment and findings from the interview 
phase of the study. Initial recruitment and analysis of the questionnaires completed by 
women in early pregnancy were presented in the previous chapter; a subset took part 
in the interviews. The chapter first provides a rationale for selection and describes the 
process of recruitment of 20 women between 34 weeks gestation and birth. The results 
provide a comparison of the background characteristics of women eligible for interview 
and those interviewed. Thematic analysis was used to analyse the data and results 
have been presented as three themes: 1) Moods and emotions past, present and 
future; 2) Expectations and control; 3) Knowledge and conversations. Further 
information regarding individual women’s stories and details of birth are presented in 
Appendix 15. 
5.2 Method 
Inclusion criteria 
 Consented at recruitment to being contacted to participate in a follow-up 
interview 
 EPDS ≥7 and/or GAD-7 ≥5 on the initial questionnaire 
 Pregnant and ≥34 weeks gestation 
Exclusion criteria 
 Transfer of care to another Health Board 
 Unsafe to visit 
 Referral to perinatal mental health or fetal medicine teams 
Women who consented to interview during the initial recruitment were assessed 
against the eligibility criteria, firstly by ensuring the EPDS ≥7 and/or GAD-7 ≥5 from 
their initial questionnaires. NHS records were then screened in batches after women 
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reached 32 weeks gestation to assess if they still met the inclusion criteria. Interviews 
were planned to take place between 34 weeks gestation and birth. This enabled 
women who worked full time an opportunity to take part and provided exploration of 
moods and emotions during all three trimesters of pregnancy.  
 
Immediately prior to contact by the woman’s preferred method, NHS records were re-
checked against the inclusion and exclusion criteria. Several further attempts were 
made to contact women if there was no reply from the original email, text or phone call. 
Phone conversations were started sensitively with a general enquiry regarding the 
progress of pregnancy in case inaccurate information had been obtained from the NHS 
records, following the telephone contact form (Appendix 16). If interested in follow up, 
an information sheet (Appendix 17) and copy of the timeline were sent by post or email, 
and a provisional date and time made for the interview. 
 
For pragmatic reasons a choice of location for interview was offered. Providing such 
choice affords participants an element of control encouraging participation (Gagnon et 
al. 2015). Being in a participant’s home and community could lend itself to making 
observations of their lives and add to the story of the individual (Elwood and Martin 
2000) and changes the power between researcher and participant. In one case there 
was disparity between the questionnaire and NHS records regarding parity. It became 
obvious on entering the house that there was already a toddler living there, which was 
confirmed on questioning. Home interviews have the disadvantage of distractions such 
as deliveries or neighbours calling (Gagnon et al. 2015).  
Interview training and experience was provided by the doctoral academy. Questions 
were developed from reviewing literature and themes that arose from the 
questionnaires and focus groups. A pilot interview was carried out with a pregnant 
woman at 35 weeks gestation to ensure questions and use of the timeline were 
understandable and led to discussion. 
At the beginning of the interviews the purpose was reiterated and a consent form 
signed (Appendix 18) which included explicit permission to audio record the interview 
and use direct quotes in results reporting. One copy was given to the woman, one filed 
in her notes and the other retained in the Investigator Site File. Prior to being 
interviewed, women were asked to complete the same two psychometric mood 
questionnaires, the EPDS and GAD-7, completed at recruitment. The completed EPDS 
was briefly scrutinised to assess the severity of depressive symptoms and the score of 
three on question 10, ‘The thought of harming myself has occurred to me’, indicating 
self-harm. Information provided in the participant information leaflet and consent forms 
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ensured women were aware their details could be passed onto relevant authorities with 
or without their permission if concerns for their own wellbeing, or others, arose. Local 
perinatal mental health and safeguarding guidelines provided further direction for 
referral if required. 
The option of drawing or using a timeline or mind map was provided as a way of 
discussing experiences. Drawing methods in the context of an interview can expand 
discussion, allowing thinking ‘outside the box’ using participants’ own reflexivity 
(Bagnoli 2009). Visual inspection of a timeline can trigger memories. Including different 
life stages allowed opportunity to discuss feelings from childhood to the early postnatal 
period. The timeline served as a visual prompt for both women and researcher. The 
use of visual aids is often best introduced in person at a previous appointment to clarify 
the process and allow questions to be answered. The timeline would then be 
completed and brought back at the following meeting: this option was offered when the 
interview appointments were made. 
With consent, the interviews were audio-recorded using an encrypted device, and 
assurance given that information collected would be kept confidential unless concerns 
for the women’s health or others were noted. Participants were informed they could 
stop at any time. An interview schedule was used to guide the conversations, with 
room for additional questions to expand interesting topics which arose. Due to the 
stigma around mental health, the words ‘moods’ and ‘emotions’ were used during the 
interview and only changed to ‘mental health’ if first mentioned by the participant. Field 
notes were made as soon as practical following each interview about participants’ 
behaviour, body language, context and place of interview (Bryman 2008). They are 
useful for adding texture to the interview or adding information recalled after the 
recording ceased. Reflecting on the quality and process became an iterative process 
and interview questions were modified to allow exploration of developing ideas. 
In order to place the interview in context, data relating to birth outcomes were extracted 
from the women’s NHS records after the baby’s birth. This included the number of 
planned or unplanned antenatal appointments or admissions and delivery details: 
mode of birth, duration of labour, birthweight, APGAR scores, feeding intention, 
complications and length of hospital stay. This was added to the database along with 
the interview questionnaire data.  
Audio recordings were uploaded and stored on a password protected server 
maintained by the University as soon as practical after the interview and deleted from 
the audio recorder. The first two audio recordings were transcribed verbatim by the 
 118 
 
researcher and the remainder were encrypted using 7 Zip compression software for 
windows and sent to a University approved transcription service via fast file. Anonymity 
was requested at the point of transcription.  
Attention is given to ensure emotional wellbeing of study participants but often less so 
to other team members such as transcribers (Lalor et al. 2006). Due to possible 
upsetting or unnerving information in one audio recording, a note was supplied 
informing the transcriber of the nature of information and, if they felt uncomfortable 
completing the task, they could return it unfinished (Gregory et al. 1997). Large 
professional transcription services may have their own support for staff, but as a lone 
worker the option to turn down transcription was offered to avoid harm. The transcriber 
completed a third of one transcription returning it stating the audio was difficult to 
decipher. It is not clear if the transcriber had anticipated concerns as they had not 
reached the section containing the possible troubling events. The remainder of the 
audio was transcribed by the researcher. 
During the process of sending audio recordings for transcription it was noted one was 
missing, PID 230. Field notes had been completed stating the length of interview taken 
from the recording device but an initial check of the audio recorder and password 
protected ‘H’ drive on the University server failed to find the audio file. The university 
information technology department was contacted. The recorder and servers were 
checked to locate any hidden or deleted files. They were unable to find the file which 
served as reassurance that the audio recorder could be returned without participant 
data attached. The only conclusion which could be made was the file must have been 
inadvertently deleted at source. Field notes were used to ensure the participant’s 
contribution informed data analysis. 
5.3 Recruitment process 
Among the 211 women who consented to contact, initial inclusion criteria of EPDS ≥7 
and/or GAD-7 ≥5 on the initial questionnaire resulted in 98 (46.4%) women eligible for 
interview (Figure 5.1). Recruitment was based on selecting women starting with the 
earliest estimated due dates to ensure sufficient numbers could be interviewed.  
Initial checks of the NHS records when women were around 32 weeks gestation 
showed the inclusion criteria for interview were not met by 12 (5.6%) women due to: 
referral to PNMHT (1.8%, n=4) or fetal medicine (1.8%, n=4), miscarriage (0.4%, n=1), 
or given birth (1.4%, n=3). The records of 10 (4.7%) were not reviewed as the required 
number of women had already been interviewed. For personal safety, NHS records 
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were also checked to ensure there were no alerts indicating it unsafe to visit the 
woman at home alone, which was the case for one (0.4%) participant.  
Records and contact details were re-checked immediately prior to contacting women 
(36.9%, n=78) who fitted the inclusion criteria at 32 weeks gestation. Of these, nine 
women (4.2%) had not provided sufficient information to enable contact. Three women 
were not contacted, one (0.4%) had given birth prematurely and two (0.8%) had 
complications in pregnancy which led to multiple hospital appointments and becoming 
inpatients in the maternity unit. Initial contact was made with 66 (31%) women via their 
preferred manner as indicated on the contact form. Emails were sent to four (1.8%) 
women but returned by the email provider and no other method of contact was 
provided, and five women (2.3%) declined. No reply to emails or telephone calls were 
received from 18 (8.5%) women. A second email was sent to women who did not reply. 
Messages were left on answer phones and women contacted again later the same day. 
Further contact with four women was not required due to recruitment numbers being 
reached. 
Several women who had been contacted on more than one occasion were keen to take 
part and commented they had been busy or forgot to reply due to work or childcare. Of 
the 35 (6.5%) women who agreed to participate in the interview, one (0.4%) had moved 
and transferred care to another Health Board.  
Agreement was sought to contact women the day prior to interview as a reminder. Of 
the 25 (11.8%) women provided with an appointment, one gave birth before the 
arranged interview and four (1.8%) cancelled. Interviews were conducted with 20 
women taking place between 3rd May and 17th July 2018. The first interview was 
conducted in the hospital at the participant’s request; this had originally been planned 
for the following week at their home, but a short inpatient stay led to the participant 
suggesting an earlier appointment. Home was the preferred choice for 11 participants, 
two opted for university premises; one because they worked there and one as it was 
close to another meeting and seven at the hospital; three arranged around antenatal 
appointments, one was an inpatient and one working onsite.  
Women were 34 to 40 weeks gestation at the time of interview. It was noted the 
majority of women were working full time when contacted and attended the interviews 
in late pregnancy. All women were interviewed alone and unaccompanied. Consent 
forms and questionnaires were completed. EPDS question 10 was reviewed, and it 
was noted that none of the women had indicated they had considered harming 
themselves.  
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Figure 5.1 Follow up selection of women for interview with EPDS ≥7 and/or GAD-7 ≥5.   
 
 
 121 
 
Women were offered the chance to choose their own pseudonym, but all declined. A 
laminated copy of the timeline was placed within view of the women during the 
interview and questions asked pointing out the different time points. Only one woman 
rejected using the timeline, but all declined the opportunity to draw their own. Several 
women referred to the timeline, apologising for jumping ahead during the interview. 
Some had reviewed it prior to the meeting and pre-planned what they were going to 
say. One woman stated it had made her think about her mental health over time (Field 
note – Olivia). It is difficult to know how, if at all, using this tool influenced the data 
generated (See reflexive comments – Appendix 22, p 382). Women interchanged 
moods and emotions with mental health and showed no signs of discomfort. During 
one interview the topic of stigma around mental health arose without any prompt. In 
subsequent interviews the question ‘Do you feel there is any stigma around the topic of 
mental health?’ was added, if not discussed by the participant themselves.  
Interviews lasted between 20 to 84 minutes. A refund was offered to participants for 
public transport or parking costs if appointments were held on hospital or university 
premises, but none were requested. An opportunity was made available at the end of 
the interview to discuss support services for any woman who appeared distressed. 
Conversations after the recording ceased related to practical issues, which were 
discussed with three women (described below).  
5.4 Results 
5.4.1 Background characteristics for women eligible for interviews  
Data from recruitment questionnaires were used to compare characteristics of women 
who were interviewed (n=20) and those eligible (according to the initial survey data) for 
interview but not interviewed (n=78) (Table 5.1). Background characteristics were 
similar in many respects aside from education and employment. The interview cohort 
had higher education levels with 75% (n=15) holding a degree or higher qualification, 
including 35% with postgraduate qualifications (n=7), compared to 43.6% (n=34) 
educated at degree or above level of those eligible. There were a higher proportion of 
women interviewed in full time employment 60% (n=12), with 55% (n=11) in the 
professional or associate profession as classified by ONS, compared to 43.6% (n=34) 
and 38.3% (n=30) respectively, in the eligible group.  
There were similar rates of diagnosed mental health disorders, 45% (n=9) of those 
interviewed compared to 50% (n=39) who were eligible. Diagnosis were mainly in 
adulthood in both groups, 25% (n=5) interviewed and 26.9% (n=21) eligible. EPDS 
scores for women interviewed indicated more women with mild depressive symptoms 
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(80%, n=4) in the interview group compared to (74.4%, n=58) those eligible. No women 
had symptoms of moderate depression in the eligible group compared to (11.5%, 
n=11) those interviewed. GAD-7 scores for women interviewed showed 60% (n=12) 
with mild and 15% (n=3) with moderate symptoms of anxiety, compared to 52.6% 
(n=41) mild, 12.8% (n=10) moderate and 2.6% (n=2) severe symptoms of anxiety in 
the eligible group. None reported taking medication for their mood condition in the 
interview group but 10% (n=2) previously had, and 5% (n=1) were waiting for, 
counselling, whilst 9% (n=7) reported taking medication in the eligible group.  
Table 5.1 Background characteristics of women eligible for interview. 
Gestation at interview M (SD) R 36.9 (1.65) 34-
40 
NA 
 n (%) n (%) 
Do you have a partner? 
Yes 
Yes, but we don’t live 
together 
            I do not have a partner             
 
17 (85.0) 
1 (5.0) 
2 (10.0) 
0 (0.0) 
 
60 (76.9) 
13 (16.7) 
4 (5.1) 
1 (1.3) 
Nulliparous or multiparous 
            Nulliparous 
            Multiparous 
 
9 (45.0) 
11 (55.0) 
 
33 (42.3) 
45 (57.7) 
National identity 
Welsh 
English 
British 
Other 
 
9 (45.0) 
5 (25.0) 
3 (15.0) 
3 (15.0) 
 
41 (52.6) 
3 (3.8)  
27(34.6) 
7 (9.0) 
Ethnic background 
White 
Any other white background 
Indian 
Any other mixed/multiple 
ethnic background  
Asian/Asian British 
White and black Caribbean 
Missing 
 
15 (75.0) 
2 (10.0) 
1 (5.0) 
 
1 (5.0) 
0 (0.0) 
1 (5.0) 
0 (0.0) 
 
69 (88.5) 
0 (0.0) 
0 (0.0) 
 
3 (3.8) 
4 (5.1) 
0 (0.0) 
2 (2.6) 
 
Background characteristics         Interviewed Eligible but not 
interviewed 
 n=20 n=78 
Age M (SD) R 31.7 (4.9) 20-37 31.2 (4.5) 20-43 
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Highest level of education 
Degree or above 
Below degree 
No qualification 
Missing 
 
15 (75.0) 
4 (20.0) 
0 (0.0) 
1 (5.0) 
 
34 (43.6) 
33 (42.3) 
1 (1.3) 
10 (12.8) 
Employment situation 
In full time work 
In full time education or 
training 
In part time work 
In part time education or 
training 
Both in work and education 
or training 
Unemployed and seeking 
work 
Out of work not seeking work 
Other 
Missing 
 
12 (60.0) 
 
0 (0.0) 
3 (15.0) 
 
0 (0.0) 
 
2 (10.0) 
 
1 (5.0) 
2 (10.0) 
0 (0.0) 
0 (0.0) 
 
34 (43.6) 
 
1 (1.3) 
24 (30.8) 
 
1 (1.3) 
 
2 (2.6) 
 
1 (1.3) 
11 (14.1) 
3 (3.8) 
1 (1.3) 
Main occupation 
            Managers, directors 
Professional 
Associate 
professional/technical 
Administrative 
Caring, leisure 
Sales and customer service 
Process, plant and machine 
operatives 
No occupation  
Student 
Mother/housewife/care 
No occupation 
 
0 (0.0) 
 
7 (35.0) 
4 (20.0) 
1 (5.0) 
1 (5.0) 
2 (10.0) 
 
1 (5.0) 
4 (20.0) 
1 (5.0) 
1 (5.0) 
2 (10.0) 
 
3 (3.8) 
 
17 (21.8) 
10 (12.8) 
6 (7.7) 
17 (21.8) 
7 (9.0) 
 
5 (6.4) 
11 (14.1) 
0 (0.0) 
5 (6.4) 
0 (0.0) 
Have you been diagnosed with a 
mood disorder? 
No 
Yes 
Missing 
 
 
11 (55.0) 
9 (45.0) 
0 (0.0) 
 
 
37 (47.4) 
39 (50.0) 
2 (2.6) 
If yes which mood disorder? 
Anxiety 
Depression 
Stress 
7 (35.0) 
5 (25.0) 
4 (20.0) 
26 (33.3) 
20 (25.6) 
8 (10.3) 
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Other 
OCD  
Mild hallucinations 
Mood/hormone disorder 
Postnatal depression 
Panic attacks 
Bipolar disorder 
PTSD 
 
1 (5.0) 
1 (5.0) 
1 (5.0) 
0 (0.0) 
0 (0.0) 
0 (0.0) 
0 (0.0) 
 
0 (0.0) 
0 (0.0) 
0 (0.0) 
3 (3.8) 
1 (1.3) 
1 (1.3) 
1 (1.3) 
Diagnosis 
Adolescence 
Adulthood 
Childhood 
Self-diagnosis 
Unsure 
            NA 
            Missing 
 
1 (5.0) 
5 (25.0) 
0 (0.0) 
2 (10.0) 
2 (10.0) 
10 (50.0) 
0 (0.0) 
 
8 (10.3)  
21 (26.9) 
1 (1.3) 
3 (3.8) 
4 (5/1) 
38 (96.2) 
3 (3.8) 
Treatment 
Medication (current) 
Counselling (waiting) 
Counselling (previously) 
            None 
            NA 
            Missing 
 
0 (0.0) 
1 (5.0) 
2 (10.0) 
17 (85.0) 
0 (0.0) 
0 (0.0) 
 
7 (9.0) 
0 (0.0) 
0 (0.0) 
31 (39.7) 
38 (48.7) 
2 (2.6) 
EPDS* 
<7 
7-12 
13-19        
 
4 (20.0) 
12 (60.0) 
4 (20.0) 
 
11 (14.1) 
58 (74.4) 
9 (11.5) 
GAD-7* 
<5 
5-9 
10-14 
            ≥15 
 
5 (25.0) 
12 (60.0) 
3 (15.0) 
0 (0.0) 
 
25 (32.1) 
41 (52.6) 
10 (12.8) 
2 (2.6) 
*  EPDS and GAD-7 recorded at recruitment 
5.4.2 Anxiety and depression symptoms of women at interview 
Initial questionnaire data collected at recruitment indicated nine (45%) women 
interviewed had a diagnosed mental health condition. Of these, three stated they were 
unsure of diagnosis time or had self-diagnosed, or recorded stress rather than anxiety 
or depression as the diagnosis. Helena was one, yet from her EPDS and GAD-7 at 
recruitment she scored in the moderate range for depressive symptoms and severe for 
anxiety symptoms. She also reported mental health problems during the interview. 
Becky who said ‘no’ to the question ‘Have you been diagnosed with a mood disorder?’ 
went on to state she suffered from depression, anxiety and stress. The negative 
answer to the initial question might have been due to a misunderstanding or because 
no formal diagnosis had been received.   
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Women completed the EPDS and GAD-7 prior to interview to provide context and a 
comparison to early pregnancy (Table 5.2). At interview EPDS scores were lower or 
the same for 14 women and on the GAD-7, 10 scored lower or the same.  
 Table 5.2 Anxiety and depression symptoms for women interviewed. 
 Recruitment Interview 
EPDS  
Depression not likely <7 
Depression possible 7-12 
Probable depression 13-19     
 
4 (20.0) 
12 (60.0) 
4 (20.0) 
 
6 (30.0) 
11 (55.0) 
3 (15.0) 
GAD-7 
Minimal anxiety <5 
Mild anxiety 5-9 
Moderate anxiety 10-14 
           Severe anxiety ≥15 
 
5 (25.0) 
12 (60.0) 
3 (15.0) 
0 (0.0) 
 
8 (40.0) 
9 (45.0) 
2 (10.0) 
1 (5.0) 
 
A paired sample t-test was conducted to compare the EPDS at recruitment and 
immediately prior to interview. Results showed that although women had higher EPDS 
at the beginning of pregnancy (mean =9.95, SD=3.07) than at interview (mean =8.15, 
SD=3.41) (Table 5.3), with this small sample size (n=20) the difference did not reach 
levels of statistical significance t(19) =1.898, p=0.073.  
Table 5.3 Paired sample t-test of EPDS scores at the beginning of pregnancy and at interview. 
  Mean n Std. 
Deviation 
EPDS Early 
pregnancy  
9.55 20 3.07 
 Late 
pregnancy 
8.15 20 3.41 
 
A paired sample t-test was conducted to compare the GAD-7 at recruitment and 
immediately prior to interview. Results showed that women had similar GAD-7 at the 
beginning of pregnancy (mean =6.00, SD=2.88) and at interview (mean =6.10, 
SD=4.06) (Table 5.4), with this small sample size (n=20) the difference did not reach 
levels of statistical significance t(19) = -0.113, p=0.911. 
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Table 5.4 Paired sample t-test of GAD-7 scores at the beginning of pregnancy and at interview. 
  Mean n Std. 
Deviation 
GAD-7 Early 
pregnancy  
6.00 20 2.88 
 Late 
pregnancy 
6.10 20 4.06 
 
5.5 Thematic analysis 
To provide a detailed insight into the thoughts and experiences of women regarding 
their mental health and pregnancy, thematic analysis (described in chapter three) was 
used to detect, analyse and report on patterns found within the data (Braun and Clarke 
2006). Transcripts were reviewed for accuracy using the audio recording and 
alterations made to ensure participant anonymity and correction of technical terms. 
This provided an added area of familiarisation as the transcripts were actively read, at 
the same time reflexive notes were made of the content and main areas of interest 
(Braun and Clarke 2006).  
Transcripts and field notes were entered into QSR Interventional NVivo 11 qualitative 
data analysis software (NVivo 2015). The process of identifying initial areas of the text 
which appeared interesting, meaningful and reflected the aims of the study were 
assigned a code. These were generated by systematically working through the 
transcripts. A code is a label which captures an idea, object, event or topic interesting 
in relation to its context (Graneheim and Lundman 2004). Initial coding of four of the 
transcripts led to a list of 44 codes. To increase validity one transcript was coded 
independently by a supervisor, resulting in 15 codes which were subsequently 
reviewed, although wording for the codes differed, the inference was the same 
(Graneheim and Lundman 2004). Having experts in midwifery and mental health on the 
research team enabled a comprehensive review, ensuring clarification of technical and 
practical implications and recognising interesting information missed by over 
familiarisation (See reflexive comments – Appendix 22, p. 383).  
Once the basic coding frame had been completed from all the transcripts they were 
systematically reviewed again to encompass new codes generated during later 
transcripts. This became an iterative process with codes generated, others added, 
combined and labels changed during the process of reading the transcripts to produce 
a final list of 27 codes. A similar process above was applied to the field notes. 
 127 
 
Codes generated from interviews and field notes along with initial notes from the 
familiarisation stage of analysis were reviewed. These were transferred onto mind 
maps, handwritten reflections and post it notes with quotes were all used to start 
building categories and themes. Categories refer mainly to a description of the text 
whereas the theme is the resulting explanation of the categories (Graneheim and 
Lundman 2004). These were reviewed and rearranged numerous times to ensure 
themes remained distinct and categories within themes coherent. In the process of 
writing up the analysis, subthemes were rearranged and combined or sometimes 
moved to another theme to avoid repetition. Quotes were attached to theme names to 
provide context. 
Three themes were generated, each with several subthemes.  
 Theme one – Moods and emotions: past, present and future, describes the 
changes in women’s mental health from childhood and looking forward to life 
with a new baby.  
 Theme two – Expectations and control, discussed women’s beliefs in relation to 
pregnancy and childcare and how these were shaped, revealing the sense of 
control women had over their everyday lives.  
 Theme three – Knowledge and conversations presented women’s knowledge 
and understanding of their own mental health, informal and formal support and 
alluded to barriers they face accessing support. 
5.5.1 Theme 1 – Moods and emotions: past, present and future 
The timeline, discussed in the methods section of this chapter, was used as a basis to 
follow women’s mental health journey. Women were invited to provide information 
about their experiences during childhood, adolescence and on finding out they were 
pregnant, to assess if changes in their moods and emotions were pre-existing or 
pregnancy related. Then looking forward they were asked to discuss how they viewed 
the coming birth and early days looking after their newborn baby. A brief narrative of 
each participant is provided in Appendix 15. Women disclosed several conditions 
during the interviews: OCD; anxiety; depression; anorexia and panic attacks; 
symptoms of hallucinations; low and high mood and self-harm. Women without 
diagnosed mental health problems alluded to worries and stresses in their lives and 
emotional ups and downs, sometimes leading to mild anxieties which lasted for a short 
duration, at some point in their lives. 
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Reaction to pregnancy – ‘I’ve been surprised because you hear how pregnancy 
can have such a drastic impact on your emotions’ 
When asked about moods and emotions during childhood, women without a mental 
health diagnosis described these in relation to their character. Two women described 
themselves as worriers, others as being a positive person or having a bubbly character. 
Most recalled a happy childhood, with no memories of any mental health problems. 
Adolescence and adulthood were stated as the times when mental health problems 
arose, often during times of change such as leaving home. 
Another trigger was the pressure of student life whether self-inflicted, from peers or 
family leading to the onset of poor mental health. When asked about her experiences 
during adolescence and early adulthood Pippa described how trying to adjust to 
university life resulted in symptoms of anxiety and depression leading her to see her 
general practitioner: 
…so there was one thing that I will admit, when I was in uni I was 
having, I was going to say it was somewhere between anxiety and 
depression and I was kind of under a lot of pressure… (Pippa, 
interview, line 488-490) 
Pippa noted this was probably due to insufficient sleep, drinking too much and needing 
a change in lifestyle to help stabilise her mood. There did not appear to have been any 
instances of depression since, but Pippa did discuss recent periods of anxiety, 
especially during busy times at work.  
Women’s reactions to finding out they were pregnant did not differ much from what 
could be expected (Carin et al. 2011; Bondas and 
Erickson 2001) (Figure 5.2). This was the first 
pregnancy for four women and five women had 
experienced previous miscarriages and no children. 
The pregnancies were unplanned for three, a further 
two had planned to have children in the future and 
sub-fertility made becoming pregnant difficult for four. 
Jackie was one woman who described how she was 
overjoyed and surprised at the prospect of being pregnant: 
Really excited and really nervous because we’d been to the doctor 
about two weeks before and they thought I had endometriosis and I 
probably wouldn’t be able to get pregnant myself and hey presto. 
(Jackie, interview, line 16-18) 
Reaction to 
pregnancy  
n (%) 
Happy 9 (45.0) 
Surprised/shocked 6 (30.0) 
Excited 3 (15.0) 
Cautious 1 (5.0) 
No emotion              1 (5.0) 
 
 
 
 
Figure 5.2 Reaction to pregnancy. 
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For others the surprise of being pregnant was tinged with uncertainty about whether to 
continue the pregnancy, with two women considering termination. 
…this one… was not planned at all…it took me a good long while to 
wrap my head around it…cause I have a three year old and a two 
year old right now and you know finances are fine but they’re not like 
enough to have another kid (Sally, interview, line 35-39) 
Both women had to go through a process of coming to terms with their unexpected 
pregnancy. Sally who planned her previous two pregnancies ‘to the day’ found the lack 
of planning led her to assess if it was possible both financially and practically to have 
another child. Also Dawn who had been in and out of the Child and Adolescent Mental 
Health Services and stated she was ‘in a bad place’. Having moved back home with 
her parents to support her poor mental health after an unexpected pregnancy, led to 
months of uncertainty about whether to continue with the pregnancy.  
Similarly to Dawn and Sally the reaction to pregnancy made some women evaluate 
their lives and realise they need to make changes to accommodate the pregnancy. 
Tara, had delayed trying to get pregnant because of a change of jobs: 
…it was a little bit of a surprise that I had a lot of emotions then 
because it was like not feeling ready and that kind of stuff… it was 
definitely exciting but it felt sort of having to manage the adult aspect 
also… (Tara, interview, line 43-46) 
The unplanned nature of the pregnancy caused mixed emotions from excitement to 
inadequacy and uncertainty. These emotions were common for women who had 
previously miscarried, their excitement was understandably mixed with anxiety at the 
thought of it happening again.  
As well as the initial few months of pregnancy being an anxious time for those who had 
previously miscarried, many of the women could not accept they were pregnant until 
they had visual proof in the form of an USS. Previously confirmation of pregnancy was 
assured by having a positive pregnancy test, yet many women were reluctant to 
believe they were pregnant even with symptoms of pregnancy such as early morning 
sickness: 
I think there’s always a bit of anxiety in the back of my mind, you 
know before you get that kind of initial confirmation. Then you see it 
on a screen and then it’s…I suppose I didn’t want to invest too much 
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in it before knowing that everything is okay. (Gwenda, interview, line 
157-162) 
It was this initial USS which caused a great deal of anxiety amongst the women 
interviewed, due to fear of finding a problem with the baby. It was only after this 
confirmation, women would allow themselves to tell friends and family about the 
pregnancy, even though there was still a possibility of miscarriage or other 
complications after the USS. Some women chose to keep a distance between them 
and the baby until they had seen the image on the USS, as a way of coping if 
something was to go wrong.  
Ups and downs of pregnancy – ‘I’ve felt alright and everything but I suppose, 
from my mood perspective it’s been fraught with paranoia’ 
Pregnancy being a major life event understandably has an impact on a woman’s health 
due to physical changes and coming to terms with the responsibility of carrying and 
nurturing a new baby. Women with children were more likely to described busy 
lifestyles, being older and pregnancy as physically more demanding. This resulted in 
them becoming tired and having less time to do things or relax which led to feeling 
stressed. Most women also acknowledge pregnancy as a time of change both 
emotionally and physically, with one affecting the other. 
Gwenda, pregnant for the second time, noted physical symptoms such as lack of 
mobility and tiredness affecting her mood, leading to frustration:  
Your body kind of lets you down a bit and it’s frustrating. Yeah so 
after twenty weeks then I did find myself being a bit overwhelmed, 
quite emotional… (Gwenda, interview, line 162-163) 
The change in lifestyle and an effort to maintain normal activities such as running 
impacted Gwenda’s mental health.  
In contrast Laura, pregnant for the second time and due to give birth in a few weeks’, 
explained: 
…I would say I’ve enjoyed this pregnancy probably more than my first 
which is nice. (Laura, interview, line 15-16) 
Laura put this change down to feeling physically better. Likewise parous women felt, 
because they had been so busy this time, their pregnancy had gone quickly and they 
hadn’t had much time to think about their pregnancy in relation to their mood. 
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Some women noted their mood became more stable once they were pregnant, 
describing the pressures and responsibilities of their jobs as the cause for their stress 
and anxieties rather than the physical aspects of pregnancy. Emma who described 
herself as a worrier, stated the nature of her job was the cause of her anxieties: 
…one of the things I’ve wondered before I was pregnant at all was 
whether I might be the sort of candidate who might be quite anxious 
in pregnancy and actually both times I’ve been incredibly relaxed 
about it. (Emma, interview, line 46-48) 
Several women described how becoming pregnant meant they reassessed their 
priorities. The stresses and anxiety caused by work were no longer their main concern, 
leading to them becoming more relaxed about their jobs. These feelings were probably 
in line with most pregnant women, regardless of their mental health status. 
There were women who appeared to remain positive during their pregnancy whilst 
suffering from what most people would see as major physical challenges. Isabel had 
developed hyperemesis gravidarum on her first pregnancy which lasted until the birth 
of her baby. It was so severe she had delayed becoming pregnant again. Unfortunately 
the second pregnancy followed the same pattern but this did not appear to have a 
major impact on her mental health. 
In complete contrast Dawn, a young single woman with a history of mental health 
problems, found the whole of her pregnancy overshadowed with common minor 
ailments of pregnancy whilst coming to terms with the idea of ‘being a mum’ and 
deciding whether to continue with the pregnancy. This added strain had a detrimental 
effect on her mental health, for which she sought counselling: 
No it was just so annoying because part of me was like am I doing 
something wrong, because I was… really struggling, not enjoying my 
pregnancy at all… I was like this is vile, no one ever says pregnancy 
is like this and then you just go somewhere and you just see all these 
women and they’re like oh I love being pregnant. (Dawn, interview, 
line 418-421) 
As well as the mental and physical changes affecting Dawn she also alluded to the 
common perception of pregnancy, often seen as an exciting and happy time. Causing 
Dawn to question why she did not fit this viewpoint. Two other women also questioned 
this perception of pregnancy and disliked the attitude of others. 
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Karen was one such woman, she had not enjoyed her pregnancy at all, the polar 
opposite to public opinion. She explains succinctly her experience of her pregnancy: 
I have hated it. (Karen, interview, line 23) 
Karen put these feelings down to a series of life events including a new job, change of 
boss and an illness of a close relative, as well as the physical symptoms of pregnancy 
which made her feel unwell. Furthermore, she worked in a job where she saw the sad 
outcomes of pregnancy and this had influenced her greatly and caused anxiety 
throughout her pregnancy, with every step of the way being scrutinised and assessed 
as a possible point where something could go wrong.  
Karen and Becky, both expecting their first baby, described pregnancy related anxiety 
and a fear of childbirth and had convinced their obstetrician of the need for an elective 
caesarean section for birth. Another two women prepared themselves for possible 
issues throughout pregnancy and never really ‘enjoyed’ the whole event. Mandy 
describes her experience after five years of fertility treatment and multiple 
miscarriages:  
You know there was no great emotion, and it took a long time for it to 
really sink in at all really, and even now there gets to the point, what 
are we two weeks away from D Day and there’s still paranoia about 
movement and everything else. (Mandy, interview, line 62-64) 
The main issue which concerned women was overwhelmingly that something may ‘go 
wrong’ with their baby. None of the women were concerned for their own health even 
though they felt physically unwell and some stated even if the birth was difficult, as long 
as the baby was alright they would cope. 
What the future holds – ‘it’s scary thing and in general I think you have this small 
thing that is completely dependent on you’  
The conversations continued and women were asked to think about how they felt their 
moods and emotions might change in relation to the anticipated birth of their baby and 
early postpartum period.  
As well as the two women who opted to have an elective caesarean section another 
three were worried about the impending birth due to changes in their plan of care and a 
lack of understanding of the implications. Tara explained her fears after being told her 
baby was in a breech position:  
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…now she’s breech so we’re trying to figure out the best solution for 
that and so that’s how things have been a little worrisome. (Tara, 
interview, line 89-90) 
Similarly Sally who had previously had a ‘normal delivery’ on the midwifery led unit 
(MLU) had been found to be a carrier of Group B streptococcus (GBS) during the 
pregnancy. This requires intravenous (IV) antibiotic cover in labour and meant she 
could not labour in the familiar environment: 
I’m still trying to figure it out…because I (indistinct) birth on the MLU 
and now I have to go upstairs [consultant lead] and I have no idea 
what that entails, and getting an IV and stuff… 
…it’s the group B strep thing now, so it the kind of think that is 
worrying me. (Sally, interview, line 8-10, 108) 
Both Sally and Tara were unsure of the implications of these new events and felt they 
should have been given extra information about the possible scenarios. Discussions 
were held with both women after the interview to address some of their concerns. 
Since the interviews, women who are carriers of GBS can now be cared for in the MLU, 
suggesting there may be other situations which could be considered low risk and not 
requiring obstetric care or changing the image and procedures in the obstetric unit, to 
improve women’s experiences and reduce fears.  
In keeping with an understanding of the processes of labour and birth, preparation was 
the key for most couples. Those who felt informed about the upcoming birth had 
decreased anxieties around birth: 
…we’ve done most of the classes now…  
…we’ve kind of had a big discussion about the birth plan and we’ve 
got kind of plan B’s, and plan C’s and D’s as well…we’re both kind of, 
we’re of the opinion that it doesn’t really, as long as we get from a to 
b, b being the birth of the child and everybody is happy and healthy… 
(Pippa, interview, line 401-412) 
Unlike Pippa, Laura had given birth previously and even though she was not initially 
anxious about the birth as the interview progressed, she began to voice concerns 
about her previous birth:  
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…no worries during the pregnancy and I think after the birth of my 
first one I had quite a few issues with incontinence, I had quite a 
nasty forceps delivery… 
…she ended up being a bit stuck and I’ve sort of tried to voice, I think 
maybe I should have said a little earlier, I am a bit worried and will 
you let me go as far over…(Laura, interview, line 50-51, 184-185) 
Laura was almost reasoning with herself between it will be all right this time and should 
I share my fears with the health professionals. Later Laura admitted that if there were 
problems this time she would opt for support from Birth Afterthoughts. Laura recalled 
noticing a leaflet in early pregnancy. 
Unlike pregnancy, the postnatal period was the first time women turned their attentions 
to their own needs. The main concerns surrounded the practicalities of caring for a new 
baby, especially for women expecting their first, leading to anxiety. For others it was 
the responsibility of caring for the baby after birth. Helena who had a history of anxiety 
and depression, and pregnant for the first time, explained her worries about looking 
after her new baby, even though she has looked after several newborn babies: 
No because after I had that first one (referring to an USS) and saw 
the baby and saw it move, I was like okay she’s fine, yeah. It’s just 
now the worry is coming back a bit now.  Not so much the labour, I 
don’t care about pain… it’s just the afterwards…(Helena, interview, 
line 109-111) 
Helena went on to explain she had an apnoea mat and training in resuscitation ready 
for the baby coming home as she was worried the baby may stop breathing. This is not 
a normal part of care for a healthy term newborn baby. 
Jackie was one of the few who mentioned being worried about her mental health in the 
postnatal period: 
…do get nervous about the baby blues and postnatal and stuff, so 
I’ve read quite a lot…(Jackie, interview, line 228-229) 
This theme reviewed the women’s journey from childhood to present and a glimpse into 
the future regarding their mental health. The majority of the women discussed major 
changes in their life as triggers for poor mental health which arose in adolescence and 
adulthood and mostly prior to the present pregnancy. Their experiences revealed 
anxiety and depression to be at its greatest in early pregnancy due to fear of 
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miscarriage. A couple of women remained very anxious throughout and several stated 
they had not enjoyed their pregnancy; conversely one woman stated her mood 
improved. For others it was the minor ailments and physical aspects of a baby in utero 
which led to increased anxieties. During pregnancy the health of their baby was 
paramount with little regard to their own health. Most women approached the birth 
armed with information and a plan, yet a few who had complications during pregnancy 
felt uncertain about the birth which caused anxiety. The thought of early days with a 
newborn were tinged with worries about the practical issues of caring for them and was 
often the first time women actually thought about their own health. 
5.5.2 Theme 2 – Expectations and control  
Women’s expectations of pregnancy and childcare revealed fears and frustration along 
with guilt at being judged by others. Women also explained how they were in control of 
everyday life. In order to remain in control there was a notable trend in absorbing 
knowledge throughout pregnancy.  
The perfect mum – ‘I was really worried about what people thought’  
Women appeared to put a significant amount of pressure on themselves, especially 
when it came to raise their children. Failed expectations of their own making led to 
feelings of guilt and frustration. When asked about her previous pregnancy and early 
postnatal days Isabel, who had one child already, explained the pressure she had 
placed on herself: 
…my expectations were so high on myself, I think like I just thought 
it’s all down to the parenting, you know, get them into the routines… 
(Isabel, interview, line 152-153) 
In reality Isabel soon realised this was not the case and her inability to keep to routines 
and follow popularly held beliefs made her feel like a bad mother. This led to Isabel and 
several women who already had children envisaging past experiences would lead them 
to adopt a more relaxed parenting style this time.  
Often the pressure stemmed not only from women’s own views of pregnancy and 
parenting but how they felt threatened by the views of others. Several women used the 
word judgement in relation to the views of other people, including health professionals. 
Laura explained how she planned for the visit of her health visitor with her previous 
child and covered up how she was feeling: 
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…you feel like the health visitor comes and you need to be, oh 
everything is immaculate and I’m fine…(Laura, interview, line 290-
291) 
As there is little training on how to be a parent, women had built up their own views, 
constructed mainly from the stories of others. Laura admitted during the interview she 
had found the first six to nine months after her first daughter was born an anxious time. 
She had reasoned that anxiety had stemmed partly from trying to be the perfect mum; 
by doing the right things and comparing herself to others and was a normal part of life 
with a baby. 
As well as the difficulties with breastfeeding and issues with incontinence after a 
traumatic forceps delivery, Laura explained how comments about the birth made her 
feel: 
I always felt like I’d done it wrong or I’d let myself down and I think 
because then people going oh I’d never let myself have forceps and I 
was like oh god why shouldn’t you…I felt awful that I’d put her 
through that… I think that sort of mummy shame thing…(Laura, 
interview, line 57-60) 
During this time Laura had not spoken to anyone about her concerns and stated she 
wished she had been more open and talked to someone about how she had felt. Laura 
accepted it may well have been her perception of others judging her, rather than 
actually being judged. 
Pressure from social media led to feelings of frustration when comparing themselves 
with women who appeared to be coping with pregnancy. Gwenda explained some of 
the comments she had seen posted: 
Gwenda: I think there is that kind of expectation that you should, you 
need to keep going to the gym, you need to keep… 
Int: … do you think there’s a lot of pressure then on the social media 
Gwenda: I think so, yeah…on Instagram there’s people like fitness 
instructors who get pregnant and keep posting the pictures of 
themselves up until they’re like 35 weeks. Just gone trail running, well 
I’m feeling a bit more tired than usual but I feel great now. (Gwenda, 
interview, line 725-730) 
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Both Laura and Gwenda commenced pregnancy with mild anxiety and depression 
which continued throughout pregnancy.  
The inability to keep going physically meant some women could not continue their day 
to day activities. Tara and Becky worked full time during pregnancy and both described 
the guilt they felt at not being able to maintain their normal standard of care around the 
home. Tara became tearful when describing her situation:  
Int: How do you account for the ups and downs? 
Tara: I struggled a little bit with feeling like a bad partner because I 
couldn’t do as much in the house…(Tara, interview, line 126-129) 
Feelings of guilt were mentioned by several women, four related to partners and 
household tasks. They remarked on letting their partners down, having to get them to 
carry out roles they were not used to, such as childcare. The latter was explained as 
motherly instinct, feeling it was their role to look after the child rather than their 
partners’.  
Many women questioned their abilities during pregnancy and as mothers, expressing 
guilt and frustrations when comparing themselves to others. In contrast Rhian, who had 
used social media and compared notes with friends, appeared relaxed and 
unconcerned by what she observed or experienced:  
I’m quite glass is half full kind of person, I think I’m quite laid back 
and try to not dwell on anything negative and you know, yeah I think 
I’ve got quite a positive outlook in general. (Rhian, interview, line 31-
34) 
Possibly Rhian’s positive view of the world was the reason for her relaxed attitude and 
low anxiety levels which were reflected in her EPDS and GAD-7 scores in early and 
late pregnancy.  
It was not always parenting and physical aspects where women felt judged by others. 
Dawn explained how she felt her history of mental health problems were being viewed:  
I think that was always a worry for me that I didn’t want people to 
assume that I was going to be a bad mother or like think that I was 
incapable of being a good mother because of my mental health 
issues… (Dawn, interview, line 368-370) 
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Dawn made consistent reference about being judged because she was young, 
undecided about the pregnancy, and had drunk excessive amounts of alcohol before 
she was aware she was pregnant. She also felt unsupported by her original midwife. 
This culmination of negative experiences led to a new midwife taking over her care, 
instigated by her mother. The change in midwife had proved positive and at the time of 
interview Dawn had received consistent care from one midwife with whom she had built 
a trusted relationship, this in turn had improved her self-esteem and mental health. 
The emotional turmoil felt during and after pregnancy demonstrated how internal and 
external factors affected perceptions and the pressure this led to. Feelings of 
frustration, judgement and guilt led to insecurity and reduced self-esteem, which in turn 
had a detrimental effect on mental health. Natalie expressed her thoughts:  
You know. After a baby, I think if you give birth to a baby you give 
birth to a load of guilt as well and it’s managing that. (Natalie, 
interview, line 468-469) 
Natalie whose mental health was stable throughout pregnancy was very practical about 
situations, managing issues as they arose. Natalie’s self-esteem and knowledge that 
she could overcome situations by planning, helped her keep in control of situations and 
reduce anxieties. Natalie explained how she dealt with feelings of guilt and frustrations 
by discussing them with her partner or having time alone. 
Control – ‘The anxieties are more to do with kind of the things you can’t really 
control’  
One way of overcoming negativity was by taking control of situations, a topic that arose 
frequently during the interviews. When control was taken away stress and anxiety 
increased for the majority of the women. Emma explained what made the situation 
worse: 
Just been too busy basically, so relaxed about the baby but quite 
stressed about the…wanting to get life under control you know and 
that’s a personality thing again wanting to sort of be on top of things. 
(Emma, interview, line 163-165) 
Taking control included being organised and making plans, but sometimes even trying 
to plan a smaller task could be a source of anxiety. What might seem like a simple job 
for some women became a real sticking point for others. Jackie, pregnant for the first 
time, spent many weeks fretting about the number of items to put in her hospital bag. 
 139 
 
Even though she understood that uncertainties, such as the type of birth and length of 
stay, would vary the contents of the bag:  
Jackie:…there’s so much information about what to take for your 
hospital birth but nowhere that goes this is what you need. 
Int:…there isn’t a list? 
Jackie:… there’s a lot of lists and they vary between taking one vest, 
one Babygro, something to wear to take the baby home in, kind of 
nothing else.  All the way up to a suitcase for baby and a suitcase for 
dad. I know every circumstance is different and it depends how far 
away you live, whether you have a C section or what, what your birth 
is like, but it would be useful to say right three Babygro’s, three 
sleepsuits…  
Int: Oh okay. 
Jackie: But they give you a labour pack at the 34 weeks, even in 
there there’s no numbers or specifics, it just says a vest, a sleepsuit, 
your maternity pads… (Jackie, interview, line 435-436) 
Jackie had expressed how organised her life had been prior to pregnancy, situations 
where she could not be precise and organised had caused immense anxiety. Due to 
the distress expressed over this and other concerns brought up during the interview, 
another 20 minutes were spent discussing particular issues after the recording had 
finished.  
The birth of the baby was an issue noted by two of the women as an area which 
caused concern, and also where there is little control. Becky, who was pregnant for the 
first time, had requested an elective caesarean section mainly because she was 
worried about safety in labour after her sister’s traumatic birth. Her other reasoning was 
so she could be in control of the situation, as she explains: 
…so I sort of felt at least that way I’ve got a bit of control and I can 
you know, not have two days of labour and no sleep before then have 
a major operation and then have to look after a baby. (Becky, 
interview, line 348-350) 
Becky went on to explain she had support at home from her husband because she 
knew she would need extra help after the caesarean section. She also expressed how 
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she felt better after she had made the decision. Choosing to have an elective 
caesarean for non-medical reasons is a contentious subject. Both women who had 
asked for an elective caesarean section had talked with their consultants and felt there 
was less opposition to their request than they expected. 
Having a choice in their care gave them back control and was discussed by several 
women. Tara talked about an USS appointment she had attended to assess the 
position of her baby: 
I was a little surprised when I went for the last position scan because 
the midwife that did it wasn’t very supportive of the fact that I didn’t 
necessarily want to go for the ECV…I was sort of taken aback by 
that. (Tara, interview, line 97-100) 
Tara felt affronted that someone else was making decisions about her and her 
pregnancy without listening to her views. There are options if the baby is presenting 
‘bottom first’, one of which is external cephalic version (ECV) where a skilled clinician 
tries to turn the baby around by externally palpating the women’s abdomen. This is not 
always successful and can result in severe complications in 0.45% attempts (Rogers et 
al. 2016), such as fetal distress requiring an emergency caesarean section. Giving 
women an informed choice is not only beneficial for the women’s self-esteem but also 
their right.  
Others mentioned insufficient information from health professionals had left them 
feeling uncertain about their options: 
Because the consultant has just looked at your scan report, they’ve 
digested it themselves, plotted it, but I want that, someone just to 
explain to me, what does that mean to me. (Natalie, interview, line 
562-563) 
Natalie explained it was her work situation in a data driven industry that led her to 
question the scan report. Understanding aspects of their care was important to all the 
women. They often noted they were given some information but not enough for their 
needs, resulting in them looking elsewhere.  
Hungry for information – ‘Just google and see what comes up’  
Women were asked where and what information they had obtained, initially in relation 
to the emotional side of pregnancy, however this did not spark conversation and 
therefore the question was changed to a general enquiry around information gathering 
for pregnancy. Results of these questions and general discussions throughout the 
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interview showed women were eager to find 
information on all aspects of pregnancy. There 
did not appear to be any difference between 
women who were pregnant for the first time or 
those who had been pregnant before.  
Locating information was summed up by Pippa: 
Int: Where have you looked for your 
information, have you googled it, have 
you gone on the bumps apps, have you 
spoken to relatives, where would you go for sort of information? 
Pippa: All of them. (Pippa, interview, line 592-596) 
Women spent much of their pregnancy gathering information which came from a 
variety of sources. Technology played a huge part with 95% (n=19) of women stating 
they had obtained information in a digital form (Figure 5.3). This might be because it is 
instant and easy to access due to mobile technology.  
Over half of the women stated they used Google as the first avenue: 
Int: Did you go on any specific health sites, or did you just google? 
Amia: Just google and see what comes up. (Amia, interview, line 
179-180) 
Women indicated this was mainly around the developmental side and progress of the 
pregnancy.  
In contrast Dawn, one of the youngest women, replied with a definite ‘no’ when asked if 
she used google for information. She felt she was not in a position to assess the 
accuracy of information, therefore relied on advice from health professionals. 
Sometimes women utilised Google and selected the first sites, irrespective of their 
validity. Although they did accept a lot of the information was unreliable:  
To a certain degree I mean you tend to google stuff don’t you, 
everyone does and then you take it with a ton of salt. (Karen, 
interview, line 231-232) 
A range of websites was used by women, some via google, and others purposefully 
looked for, NHS online, NICE guidelines, scientific papers, sites for student midwives 
Pregnancy Information 
Source 
 n (%) 
Technology 
       Google   
       Apps    
       Online discussion    
       Official sites                    
       Scientific papers        
19 (95.0) 
11 (55.0) 
11 (55.0) 
7 (35.0) 
6 (30.0) 
2 (10.0) 
Antenatal classes          8 (40.0) 
Paper   4 (20.0) 
Relatives/friends            3 (15.0) 
Health professionals      3 (15.0) 
 
 
Figure 5.3 Pregnancy information 
source. 
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and third sector organisations, such as Tommy’s (a charity which funds research 
pertinent to pregnancy and provide information to patients) were all reported. 
Int: Any particular websites that you sort of feel you can look at for 
information, are they the sort of NHS ones or pregnancy related 
ones? 
Gwenda: Yes I guess I’d probably start with the NHS one usually, 
and then if I feel like I want more information…then I’d kind of look at 
the more pregnancy ones. Things like Baby Centre…that maybe go 
into a bit more depth around things or the NCT’s [National Childbirth 
Trust] website is good…online forums which are kind of useful for 
seeing people’s experiences. (Gwenda, interview, line 514-522) 
Some women only used official sites and one only reviewed scientific reports for 
information and shared them with her partner. The majority used a variety of sites 
online dependent on the purpose. 
Information was not always helpful, a few women mentioned information about babies’ 
movements. Jackie explained how she felt when she was signposted to online 
information: 
Jackie: With the leaflet about the movements and if they stop and it’s 
got horrible statistics about how many of those are then stillborn and 
stuff and call immediately and you get to the hospital…   
Int: You found that quite scary reading those statistics did you? 
Jackie: Yeah, I just thought if I’m looking at this booklet that’s 
because I’m worried that my baby is not moving and I don’t need 
someone to tell me that it’s going to be a still born…(Jackie, 
interview, line 243-249) 
Jackie explained how she felt concerned by the information, prompting her to attend 
the maternity unit urgently, but confused on arrival by the midwives who appeared calm 
and reassuring. Trying to get a balance between enough and too much information is 
difficult: information is needed to prompt action but without causing alarm, and 
individuals’ needs differ. 
Hospital specific information was often accessed via an app, where much of the 
information that used to be printed has now been uploaded (2018). Apps were used by 
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55% (n=11) of the women (Figure 5.3), with many using more than one. The negative 
aspect was some required personal details to customise the site or provide information 
leaflets for the relevant hospital, which some women disagreed with. 
Even though over half of the women used apps and found them useful, Victoria stated 
how she felt the advice contained on one app could cause anxieties: 
It’s more of the five warning signs of beauty treatments…It doesn’t 
tell you what those warning signs are it will be kind of bullets… And 
so aromatically that person is in panic. If they have put a bit of self-
tan on their legs, they will worry because they have done it. (Victoria, 
interview, line 926-930) 
This information was also available online through the hospital’s own website, yet no 
one stated this as a source. Whether this was due to lack of knowledge or preference 
was not explored. Very few women mentioned information in printed form 20% (n=4). 
Rhian stated she never read any of the paper copies she received in her early 
appointment. This appeared to be a common thread and may have been due to the 
transition period when the information was being made available in a digital format.  
Another source of information with mixed response was the use of chat sites, used by 
35% (n=37) of women. Several stated they used them more for emotional support 
rather than for pregnancy information: 
Yeah, I suppose kind of talking about the placenta praevia and kind 
of moods around it, you know looking at the NHS website or the other 
pregnancy websites are very kind of factual…whereas if you look at 
the forums around it there are people who have experienced it and 
you do get a sense of people going through the same emotions as 
you, that kind of anxiety about not knowing what’s going to happen… 
(Gwenda, interview, line 547-551) 
Gwenda explained how her preference for information depended on the issue. 
Conversely several women stated they found chat sites places of contradiction as they 
were based on experience rather than fact and advice.  
Not all information was obtained from technological sources. Antenatal classes were 
attended by 40% (n=8) of women. They were a source of information about pregnancy 
and birth. Similarly family members were occasionally consulted. The mother of one 
woman was a retired midwife and the sister of another a student midwife. Only three 
 144 
 
women (15%) stated health professionals as their preferred choice of information for 
pregnancy.  
Many women found being aware of all the facts reassuring. Conversely Pippa, who had 
expertise around genetic conditions, stated knowledge may not be a good thing: 
Yeah, a little knowledge and it was that little knowledge is a 
dangerous thing…(Pippa, interview, line 263) 
Knowledge was also an issue that arose whilst talking to Karen, who was pregnant for 
the first time and also a health professional. Her experiences and knowledge of what 
could go wrong was the underlying reason for her severe anxieties in pregnancy and 
the anticipated birth. 
A desire to become knowledgeable about mental health problems was a stimulus to 
accessing information or support. Jackie was in the minority searching specifically for 
information on postnatal depression:  
Int: Okay, how do you find the information on things like postnatal 
depression, did that worry you or was it helpful or does it make you 
aware… 
Jackie: Quite helpful actually, it just made me aware of what to look 
for and I feel like if I’m aware of it I will spot it and be able to work 
with it a little bit more or if I spot that actually it’s going more towards 
the postnatal depression rather than just me being a bit tired and 
stressed, I know that’s when I can start to speak to people, 
professionals and stuff… (Jackie, interview, line 334-339) 
It was often when looking for information regarding physical aspects of pregnancy that 
information regarding mental health was found: 
Yes so I use [baby app], I used it with [daughter] as well, there are 
always things that like pop up like the symptoms about post, pre and 
postnatal depression, there is not a huge amount but at least links… 
(Olivia, interview, line 300-302) 
Several noticed the apps linked them to support sites for further information. Often 
discussing postnatal depression or mood changes in pregnancy and baby blues.  
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Some of the women thought poor mental health only affected women after birth, this 
could be a reflection of the information they read. Similar to information in the media, 
the majority related to the postnatal period: 
I haven’t read much no, I’ve seen a lot of leaflets and this is always 
around the hospitals aren’t they because you can get that post 
traumatic stress or something when the baby, afterwards, you know. 
(Helena, interview, line 275-277) 
In summary theme two reviewed the expectations felt by the women which were often 
of their own making. Judgment from others leading to inadequacy when trying to be the 
‘perfect mum’ were often only perceived, leading to guilt and frustrations. Those who 
already had children were more relaxed in their approach having learnt from previous 
experiences. Circumstances not within the woman’s control often led to anxiety, such 
as inadequate information from health professionals or complications during 
pregnancy. In order to remain in control there was a notable trend in absorbing 
knowledge throughout pregnancy. Technology played a large part with ‘Google’ being 
the preferred source. However some were critical of its bias or unreliability and 
depended heavily on official sources such as scientific papers. Very little information 
about perinatal mental health was obtained.  
5.5.3 Theme 3 – Knowledge and conversations 
Formal support for women with mental health problems assumes the women 
themselves are aware of a problem, want help and there are services in place to 
provide this. This theme considered women’s understanding of mental health and 
informal support. It also reviewed services available to them during the antenatal period 
and contact with health care professionals. 
Knowledge and understanding – ‘oh she’s got the luxury of being able to have 
postnatal depression’ 
Discussions regarding women’s own mental health in relation to pregnancy and pre 
pregnancy changes in moods and emotions were discussed in theme one. This section 
relates to women’s knowledge and understanding of their own mental health. Women 
freely discussed this during the interview but at times appeared to question whether 
feelings they had were of concern or not: 
…I didn’t realise what it was, didn’t tell anyone, I thought its fine 
everyone checks their house 50 times before they leave for work… 
(Olivia, interview, line 29-31) 
 146 
 
Even those extreme checking behaviours had not alerted her to the fact that there was 
an issue: it had become part of her normal routine. It was not until Olivia’s first 
pregnancy that she sought help, realising it had a negative effect on her lifestyle and 
caused her anxiety. On reflection she recognised she had exhibited OCD behaviours 
from childhood.  
Separating temperament from poor mental health seemed to be one of the issues 
causing confusion: 
…bit like this is normal, I’m just making a meal of it and the other part 
of me felt oh I feel like this isn’t normal… (Pippa, interview, line 721-
722) 
Hormonal changes were also used to explain changes in emotions. Mandy expecting 
her first baby explained her thoughts: 
…I would like to think that I would check myself… could just be 
hormones and feel like I can talk to people about that so at least kind 
of say I’ve been feeling like this for a while now you know, is that 
normal? (Mandy, interview, line 566-569) 
Mandy alluded to the presence of her symptoms lasting ‘for a while’ making her think 
they were more than to be expected. It was arguably more difficult in pregnancy or with 
a new baby to care for to know what was normal, especially as these were new events 
for half of the women, with tiredness and responsibilities they have not experienced 
before.  
A couple of women suggested other triggers which might have led them to seek 
support: 
Int: …do you think if you had any symptoms, would you know what to 
look out for, for symptoms if you were getting sort of more stress or 
towards the anxious stage? 
Cath: Yes, I think if I was finding that I wasn’t enjoying things and that 
I was, you know if I was having trouble… sleeping about worries…So 
I think I would recognise that if something was playing on my mind... 
(Cath, interview, line 213-219) 
Women explained how they improved their knowledge of mental health. Mental health 
first aid training was completed through work by two women and this had increased 
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their awareness of what to look out for and how to ask questions. Becky stated how 
this had helped her talk directly to her sister when she developed postnatal depression, 
which resulted in obtaining treatment: 
So I did directly…ask about suicide and because that’s what they 
said to do, … I think before that you would think oh I wouldn’t say that 
because you might put an idea into their, but actually it was only 
because I asked her directly, she was really trying to kind of mask 
what was going on but I found out how bad it was…(Becky, interview, 
line 577-580) 
Ideally access to classes for mental health first aid would be available for anyone, yet 
first aid training which has existed for decades is not universally available. Barriers 
such as time and cost result in the majority not receiving training.  
Lack of awareness was not specific to the women themselves. Several times 
conversation turned to the public’s perception and understanding of perinatal mental 
health, or mental health in general. A few women with diagnosed mental health 
problems described the ignorance they had come across from family members:  
I definitely, maybe not so much my generation or younger 
generations but I remember before I got pregnant the first time my 
mum saying…sometimes they say the most stupid things, …I think 
they said oh you’ll probably get postnatal depression but essentially 
my sister’s sister-in-law had postnatal depression… they were like oh 
she’s got the luxury of being able to have postnatal depression…if 
you’ve got support you can indulge in it a bit…(Isabel, interview, line 
687-694) 
Isabel offered the explanation as a lack of understanding from the older generation, 
implying the younger generation was more informed. Similarly Olivia noted how her 
mother had failed to fully understand her condition: 
I think particularly with OCD as well, like there are so many people 
say like oh well, it’s just me being OCD, and you think if only you 
knew what OCD is like you would not be saying that, in fact, my mum 
said it the other day … she said ‘I’m a bit OCD about the door knobs’ 
and I … had to walk out. (Olivia, interview, line 428-431) 
As well as her mother’s lack of understanding, Olivia noted how the public’s perception 
of her condition often made her feel cross. The words OCD are often uttered as a 
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phrase for people who are clean and tidy as opposed to a condition which is about far 
more than cleaning.  
Regarding a mental health condition as optional, under the person’s control or 
discounting the symptoms shows a lack of understanding. Efforts have been made in 
recent years to educate the public about mental health, to enable open discussions and 
reduce ignorance and stigma around the condition. Specific questions were asked to 
explore the extent of stigma with mental health. Emma recalled a conversation with her 
colleagues in work: 
I don’t think personally there should be a stigma but I think there still 
is …I was sort of talking to a colleague in work …and he said well 
actually I think if you’re too anxious…to hack the work then maybe 
you shouldn’t be in this job… (Emma, interview, line 430-433) 
Emma described how she challenged the colleague and let him know she had 
previously struggled in work and his attitude was not helpful.  
Even friends were not always thoughtful with regard to mental health. Laura stated she 
would have been very careful in whom she confided: 
Int: So I’m wondering how do you feel about talking to people 
…would you talk to people about your mental health…do you still feel 
there’s a stigma there? 
Laura: I think there is a stigma and I do, I think there’s still a bit of this 
mummy shame…it’s certainly made me very wary of who I spend my 
time with and yeah who I’d probably talk to about things like feeling a 
little bit low, it wouldn’t be something I spoke about really openly. 
(Laura, interview, line 556-562) 
Laura suggested the stigma around mental health was slowly improving and everyone 
agreed it was an important topic to talk about.  
In an attempt to find out what information was available to the general public in relation 
to perinatal mental health, women were asked if they had seen or heard anything 
regarding the emotional side of pregnancy. A specific question was asked relating to 
information in the media: 
Int: I mean you mentioned in the media though you’ve seen a lot 
more though have you, about mental health in general? 
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Rhian: Yeah, I would say, yes definitely, whether it’s a celebrity 
talking about their experience of pregnancy…on social media yeah or 
just when you’re…reading different news. (Rhian, interview, line 409-
413) 
Many of the women stated they did not watch much television and only one described 
the storyline in a popular soap about a woman who developed puerperal psychosis. 
This was instigated and informed by a leading perinatal psychiatrist in an attempt to 
educate the public to this serious illness. However Pippa explained how this and the 
portrayal of pregnant women she had seen dramatised on television, did not resonate 
with her everyday experiences. 
An increase in media attention had been mentioned by a few women, the majority of 
whom recalled hearing about general rather than perinatal mental health, as Victoria 
noted: 
Int: you think that it’s mostly postnatal depression that they have 
heard of… or is it just general 
Victoria: it tends to be more general, if you have got signs of 
depression, if you are feeling suicidal, if you are feeling low. It’s never 
‘is pregnancy letting you down’ ‘have you got the pregnancy blues’. 
(Victoria, interview, line 908-909) 
This seemed to be a common theme in media, information and awareness of perinatal 
mental health. The majority of women were familiar with the terms postnatal depression 
and baby blues even if they did not understand the condition and some had heard 
about puerperal psychosis, all of which occur after the baby is born.  
Int: …so you haven’t had any friends that have antenatally had 
anxieties and depression? 
Rhian: No, so actually yeah because you mentioned something 
earlier about or you were asking during the pregnancy but actually in 
my mind, it’s something that happens maybe after. (Rhian, interview, 
line 496-497) 
This was the perception of several women who had only thought about poor mental 
health in relation to the postnatal period. 
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Support – ‘A problem shared is a problem halved and I’ve shared it with 
everyone’   
Local support services for perinatal mental health 
rely mainly on informal support for mild to moderate 
mental health problems, with a general practitioner 
for crisis and ongoing care. The PNMHT criteria for 
referral, supports women with newly diagnosed 
mental health problems relating to pregnancy or 
severe perinatal mental health problems such as 
bipolar disorder and previous puerperal psychosis. Although some of the women 
interviewed had symptoms of moderate depression and severe anxiety none of them 
had been deemed severe enough to be accepted by the PNMHT.  
Women were asked what support mechanisms they had to support their emotional 
health. Medication, talking therapies and counselling are popular solutions. Isabel who 
had hyperemesis gravidarum throughout both her pregnancies suggested her 
preference: 
A problem shared is a problem halved and I’ve shared it with 
everyone. (Laughed) (Isabel, interview, line 571) 
Isabel’s work environment often led to open conversations about mental health, 
similarly Olivia had friends who were psychologists which enabled her to feel 
comfortable discussing mental health.  
Most of the women described how talking to others helped the emotional side of their 
pregnancy. Sally, who became pregnant unexpectedly, had felt anxious during 
pregnancy and explained her need to talk to others: 
…the support system for me is the most important thing…I’m an 
extreme extrovert so if I’m by myself…I always have to make an 
effort to see people and that always makes me feel much happier, 
going it alone is not something that I really like to do…(Sally, 
interview, line 194-197) 
For Sally this meant going out and speaking to her friends enabling her to feel content. 
In contrast, some women suggested time to themselves as ways to support their 
mental health.  
Zoe who was expecting her first baby said she found social situations and talking to 
others uncomfortable whatever the topic and described how she found it very difficult to 
First choice for 
emotional support 
n (%) 
Partner 7 (35.0) 
Family   6 (30.0) 
Friends/colleagues 3 (15.0) 
Self 2 (10.0) 
Professionals 1 (5.0) 
No preference          1 (5.0) 
 
 Figure 5.4 Choice of emotional 
support. 
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express in words how she was feeling. Zoe mentioned writing her feelings in a book 
and how after completion, she found it easier to speak to her partner (Zoe, field notes, 
line 30-31). Zoe was the only person who did not want to expand on her mental health 
problems as a child and found it difficult to express her feelings during the interview.  
These discussions and support were mainly informal and conducted with family and 
friends (Figure 5.4). Partners were the most important source of support for seven 
women. This came mainly in the form of practical help, someone to bounce concerns 
off or as a prompt to get help: 
Because I think my husband is my best friend so we are really open 
with each other so I would just tell him. (Amia, interview, line 683-
684) 
It was often the different temperament that led to women confiding in their partners, 
even if occasionally they were less than sympathetic: 
…he’s very much you know oh don’t be silly and then move on… 
(Laura, interview, line 92) 
This did not seem to have bothered Laura initially; on reflection she thought maybe she 
should have pursued the issues and been more open with her husband. Yet he was 
still the first person she would turn to.  
Jackie also described how her mother would not be sympathetic towards emotional 
issues. Family members were the second most popular people to confide in (Figure 
5.4), with female members, often mothers, being the preferred person to go to. Tara 
and Sally both had children, and parents who lived abroad. Sally explained her contact 
with her mother: 
…we don’t have any family, here, all our family is still in the US, but I 
talk to my mum on skype … and I’m always messaging her… so she 
is probably the first person I would go to (Sally, interview, line 159-
161) 
Pippa was the only person who mentioned her father as one of the first people she 
would contact for support:  
…my dad was the one I went to, to have a chat about being anxious 
and yeah he was very laid back…(Pippa, interview, line 284-285) 
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Gwenda did have a mother nearby for help but still phoned her father first even when 
she knew he wasn’t paying much attention. Even where there was no response to 
concerns, women felt listened to and able to express their worries which had a 
therapeutic effect in itself.  
Female friends were also mentioned as a source of emotional support, especially ones 
with children themselves:  
So I think I’m lucky because quite a lot of my friends were quite open, 
we wouldn’t tell the world about all our personal problems…we would 
talk about things with each other and that’s helped me a lot. (Becky, 
interview, line 568-570) 
Colleagues sometimes provided support even though they did not necessarily 
understand the mental health problems:  
I do have a close friend who I work with, …I have been really 
struggling to cope ‘can you just help me check this otherwise I am 
going to be coming back at 10 o’clock to check’ and I don’t think she 
entirely gets it, but it’s still nice just to have a little bit of support… 
(Olivia, interview, line 345-348) 
The ‘little bit of support’ meant Olivia could go home without worrying she had not 
checked something which would have increased her anxiety levels and led to OCD 
behaviours. Practical assistance was as much help as being listened to for several 
women, this in turn helped their emotional wellbeing. 
Often women had more than one source of support:   
So I was quite lucky that I live close to my parents and they give me 
advice and they help a lot and I have got a really supportive husband, 
supportive workplace...(Gwenda, interview, line 675-676) 
This seemed to sum up the needs of most women, practical and emotional help, 
advice, and support from more than one source, providing an environment where they 
felt secure. Gwenda went on to say she felt she was lucky to have this network and 
wondered what it would be like going through the same experiences without it. Several 
women indicated they had been thinking about mental health problems and mentioned 
their concern for other women who may not be as lucky as them with their support 
networks. 
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Workplaces were often the cause of stress and anxiety, but sometimes a place of 
support, as mentioned by three women. Several workplaces had counselling services 
which women had benefited from: 
I’ve had support from the wellbeing group…I got involved with a peer 
wellbeing group…you see people who are in the same position which 
is unfortunate but comforting (laugh) and that experience has been 
really helpful. (Tara, interview, line 21-25) 
Two women found being a source of comfort to others helped their own mental health. 
Similarly Gwenda, after the death of her brother, became a bereavement peer 
counsellor to help others. Focusing on others’ rather than their own issues may have 
helped shift the focus off their problems. 
Self-help played an important part in women managing their own mental health:  
Yeah I’m a great believer in self-help and but I know there’s people 
out there to help you if you need to reach out. (Natalie, interview, line 
286-287) 
Forms of self-help expressed by women included taking part in samba bands, running, 
art classes, going to bed early, taking time out and changing work patterns, all of which 
the women felt benefited their mental health. Women with a diagnosed mental health 
issue who had received treatment before had some idea of where they could go for 
support. Olivia explained her first choice of help was to access her CBT resources. 
Social media was used extensively for information about pregnancy and occasionally a 
source of emotional support. Isabel who had suffered from hyperemesis gravidarum, 
and consequently spent days in bed, found comfort in online forums: 
…that was amazing, like I probably spent quite a bit of time just sort 
of lurking on that website forum just because it’s all women in the 
same situation and…they’re the only people that can really 
understand. (Isabel, interview, line 223-225) 
Isabel stated it kept up her morale on the days when she felt really ill. She knew that 
sympathy was being provided from women who understood exactly what she was 
going through. Several women agreed this was more of a help than if provided by 
someone who had no personal knowledge of the condition. 
Not all women felt this way: 
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…oh I can’t stand it, mum’s pouring their hearts out on Facebook, 
right you should be talking to your partner about this…(Natalie, 
interview, line 76-78) 
A further source of support heavily relied on by women was joining antenatal classes. 
These were in the form of NHS classes, hypnobirthing, yoga and NCT:  
I did NHS and then I did [name of class]…it’s more like active birth … 
they’ll do a series of exercises and then they’ll stop and do like the 
education part of it and explain that the exercises that you just did is 
for this… (Mandy, interview, line 452-454) 
Joining group sessions had the advantage of education, exercise, and a supportive 
network of friends. NCT classes were mentioned by seven women, grouped according 
to the locality and estimated due date. As well as providing information they 
encouraged group discussion to facilitate friendships: 
…it was a bit like just buying a group of really nice friends (laughter) 
and sharing experiences. (Gwenda, interview, line 120-121) 
…looking back now it’s like speed dating for new parents… that was 
a small price to pay than going back to the GP, with depression or 
therapy. (Natalie, interview, line 87-88) 
The benefits seemed to outweigh the cost of classes. Most of the women mentioned 
the benefit for their partners as well as themselves, unlike classes such as yoga which 
focused on the women. Even women with good support networks mentioned it was the 
bond with couples who were also pregnant, they appreciated the most because they 
could understand each other’s concerns and excitement. It was outside the classes 
where the friendships flourished. Natalie described how two mothers who had 
developed depression recovered faster and coped better because of the friendships, in 
addition to support from health professionals. 
This was not universally felt, a few women had preconceived ideas about NCT and 
were sceptical they would fit in. Dawn had apprehension about NCT and explained how 
she thought they may not accept her as a young single mum. She was surprised to find 
this was not the case and had common ground with another mother who also had 
mental health problems (Dawn, field notes, line 16-19). The social nature of the classes 
did not suit women who found social situations difficult, such as Zoe. It was the 
interactive nature of the sessions which made her feel uncomfortable. The course 
leader had provided one to one for the remaining sessions for Zoe and her partner 
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when she realised the anxiety it would have caused her to go to the group sessions, 
which they found beneficial (Zoe, field notes, line 26-27). 
Friends, family and antenatal classes were seen as a good source of emotional support 
for most of the women, but a few believed they needed more one to one help. Two 
women sought extra help from voluntary agencies. Helena explained how she arranged 
this: 
…if I’ve been anxious or if I want to cry, if I’ve been wanting to hurt 
myself I would definitely tell you, …I need support. That’s why I had a 
support worker, she knows I’m not going to hurt myself…I actually 
went to the Citizens Advice Bureau they help you with everything… 
(Helena, interview, line 249-253) 
This support had proved invaluable to Helena, who found both the practical as well as 
listening service met her needs. Similarly Dawn’s mother had searched for help for her 
when she was trying to decide whether to continue with the pregnancy. Even though 
the services were designed to assist women make decisions around terminations, she 
had benefited from monthly counselling.  
Service provision – ‘…it just felt like it was a tick box rather than a 
conversation…’ 
In addition to informal and voluntary support women were asked about their contact 
with health care professionals and services regarding their mental health. Rhian who 
had not had any concerns about her mental health considered who she would access: 
…maybe GP first although I think GP, midwife, very different, health 
visitor as well, I don’t know, GP for me always feels a little bit more 
sterile whereas when I’m with the community midwife it’s a lot more 
relaxed…it depends what it relates… (Rhian, interview, line 474-477) 
Only one participant (Figure 5.4) stated they would choose health professionals as their 
first point of call for their mental health.  
The majority of women received care during their pregnancy from midwives, some had 
seen obstetricians and others their general practitioner. At their initial appointment with 
midwives the antenatal notes containing information on all aspects of their physical and 
mental health should be discussed with the women. Yet mental health appeared to be 
discussed only if women had ticked yes to one of the mental health conditions listed.  
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When asked about conversations with health professionals, women often could not 
remember being asked about their mental health or appeared not to know what was 
being asked:  
Int: What about when you’ve seen the midwife since then, has 
anyone asked you specifically about sort of mental health side of your 
pregnancy, do you feel…? 
Emma: …I think most generally how are you feeling question and I’ve 
always interpreted it as a physically how are you feeling. (Emma, 
interview, line 275-281) 
Regularly the question ‘how are you feeling?’ was taken as an opening statement 
rather than an opportunity for a discussion or as pertaining to physical health. 
Questions and appointments were both viewed as focusing mainly around their 
physical health: 
Only just go and check the heartbeat and that’s how I see those 
checks to be honest… (Laura, interview, line 401) 
Women were aware they had a limited time at the appointments and were reluctant to 
begin conversations that would take time. It was almost as if the baby was well, they 
were not worried about their own health. Neglecting the detrimental effect poor mental 
health can have to the unborn baby.  
There was even more confusion around the questions pertaining to mental health, 
seven women mentioned domestic violence questions being asked.  
I think they asked both, at different times…there’s tick box, 
‘everything okay at home’? and ‘you okay in yourself’?...But the 
majority I’ve always felt has been around more they’re really pushing 
the domestic violence… (Laura, interview, line 350-353) 
Although Laura appeared to understand the difference between the questions, other 
women were unsure.  
The All Wales Maternity Records since early 2018 has the questions ‘Have you over 
the past two weeks felt unable to stop or control worrying?’ Questions sounding like a 
‘tick box’ exercise rather than a conversation, were mentioned by several women. 
Discussion on the wording of the questions received mixed reactions with a few women 
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stating they were too direct, some stating they were not direct enough, and many not 
knowing what was being asked:  
So I think there probably is room for more, just slightly probing 
questions you know, just maybe even how are you feeling hormonal, 
how are you feeling, have you been tearful. (Emma, interview, line 
313-312) 
Occasionally women felt they were asked directly about their mental health. Pippa 
mentioned a conversation with a consultant she had seen before, with a special 
interest in women’s mental health, who used very direct wording evading confusion. In 
contrast, sometimes the direct questioning made women feel uncomfortable. One 
woman disliked being asked if she could ‘cope’. The wording prevented her from 
opening up for fear of being judged.  
The reluctance to ask about mental health by health professionals may be due in part 
to the relatively recent inclusions of routine questions, with midwives still assessing the 
question they feel confident asking. Women all agreed they would be happy being 
asked about their mental health. It was not the demeanour of the midwife or doctor but 
process and questions which caused discomfort.  
Several times women mentioned the number of health care professionals, especially 
midwives, who they encountered at their routine antenatal appointments. With only 
nine appointments for first time mothers and seven for second or subsequent 
pregnancies, over a seven month period, it is easy to see how much of an impact 
sickness, holidays and change of staff can affect the continuity. This meant women did 
not build a rapport with many of the midwives. Continuity is one of the five themes 
recommended in the new maternity services strategy (Welsh Government 2019b). 
Becky explained her feelings: 
Int: …if you had been really upset or depressed or anxious or 
something do you think you could have gone to the midwives and 
discussed it with them. Would you have felt comfortable or do you 
feel there wasn’t really an opportunity if you had of needed to or? 
Becky: I think, now I’ve got a regular one I’d feel happier about it… I 
went there was a different midwife and so I spoke to one of my GP’s 
because I felt that I had more of a long standing…… so I think if I’d 
had one midwife the whole way through I probably would say 
definitely yes… (Becky, interview, line 480-487) 
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In contrast Olivia felt so anxious prior to one appointment she would have talked to 
anyone: 
…it must have been 28 weeks then, because I went to the midwife 
and I had a particularly bad week and I was very anxious and I just 
burst into tears… (Olivia, interview, line 91-93) 
Becoming familiar with the midwife helped women feel comfortable enough to talk 
about their mental health. Cath who was pregnant for the third time described her 
thoughts: 
This is the only pregnancy where I feel like I’ve seen the same 
midwife enough times to actually, for her to know who I am. (Cath, 
interview, line 264-265) 
This works the other way, if the midwife is familiar with the woman they may sense 
when they are unhappy or struggling. 
If women appear to be suffering with their mental health, there are several places 
health professionals can direct them for extra support. They can be referred to their 
general practitioner, provided with information for websites and internet or, if severe, 
can refer them to the PNMHT or specialist midwife. Victoria who had mental health 
problems described her experience: 
…if you ring your doctors or something like that, you’ve got no 
chance in my surgery. I’ve rung and said I’ve had a mental 
breakdown and I wanted to speak to a specific doctor… (Victoria, 
interview, line 875-877) 
At this point Victoria felt she was in need of immediate support and yet she had been 
informed she would need to wait two weeks for an appointment. Women with concerns 
regarding babies’ movements or feeling unwell can access same day appointments via 
the maternity assessment unit, showing an imbalance between the physical and mental 
health concerns. 
Even if women manage to see their general practitioner, they often have a long wait for 
counselling. Zoe who had an existing anxiety disorder had been referred via her 
general practitioner for counselling prior to pregnancy and was still waiting two years’ 
later (Field notes). Olivia mentioned the options provided at an antenatal appointment 
when she had been particularly stressed:  
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…you can go to your doctor and get signed off, and I said to be 
honest I don’t want to get signed off because I am happy at work, … I 
know that this is just a stressful time, like it could be more stressed at 
home… (Olivia, interview, line 209-211) 
Workplaces were the cause of stress for many women but Olivia’s preference was to 
stay at work, so taking time off sick was not a suitable option for her. The midwife also 
mentioned a referral to the PNMHT, which Olivia declined at the time. However the 
midwife called back a few days later, stating she had changed her mind about the 
referral: 
…she said ‘I’ve got a lady who is suicidal and she would be someone 
that I would refer, whereas like, you are someone who is just a bit 
anxious at the moment’…(Olivia, interview, line 221-222) 
Midwives follow the guidance provided to try to reduce the number of referrals due to 
insufficient capacity but this does rely to some extent on a judgement by the midwife. 
Even though a few women were offered referral to PNMHT, they were either turned 
down or not referred.  
In summary theme three examined women’s understanding of their own mental health 
showing confusion around what was deemed poor mental health and what were 
everyday stresses and strains. Information in the media had focused on improving 
knowledge of general mental health disorders and some in the postnatal period. This 
lack of information showed the continued misunderstanding and stigma around mental 
health from friends, family and colleagues resulting in some women feeling 
misunderstood and unsupported, especially those with mental health problems. 
Support for women was mainly accessed from friends and family. Some had supportive 
workplaces but few mentioned health professionals as the first port of call for help. 
Antenatal appointments focused mainly on the physical health of the mother and baby 
which allowed little time for discussion around mental health. Where help was sought 
from maternity services women found staff approachable but there were few avenues 
for actual support, even for those with moderate anxiety and depression. 
5.6 Summary 
In conclusion this chapter reviewed the data generated from interviews with 20 women 
towards the end of their pregnancy. The cohort of women interviewed was highly 
educated, more in employment and higher professional occupations compared to those 
eligible for interview. The majority had developed mental health problems prior to 
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pregnancy, during adolescence or adulthood. Women described a broad range of 
mental health problems. No statistically significant differences were found between the 
anxiety and depression symptoms of women interviewed at the end of the pregnancy 
compared to early pregnancy. 
Thematic analysis of the interviews produced three themes. Early pregnancy was the 
point where most women became anxious, only reassured by the USS that they were 
pregnant. This reduced anxiety but was made worse again by physical symptoms and 
pregnancy complications. Multiparous women commented that their busier lifestyles led 
to less time to relax which in turn led to stress, although they commented that they 
would be more relaxed around raising their children this time around.   
Women’s high expectations of their lifestyle also increased anxieties during pregnancy, 
partly due to a lack of control over situations. To counteract this, women’s hunger for 
information often via technology was evident. Information was often sought for physical 
symptoms of pregnancy, with little found regarding mental health and what there was 
mostly applied to postnatal issues. Information in the media had increased awareness 
of mental health in general but this has not filtered through to pregnancy issues. 
Limited information from health professionals around topics such as streptococcus 
infection led to anxiety relating to the unknown consequences for the woman and baby. 
In contrast information relating stillbirths to reduced fetal movements caused anxiety. 
Lack of understanding by the women and general public resulted in stigma and 
confusion about what is normal mental health and when help is required. The limited 
amount of information obtained related predominately to the postnatal period. Health 
professionals were inconsistent in discussions with women regarding their mental 
health, appointments revolved around the physical care of women and their babies. 
Self-help activities and change of lifestyle were reported as ways women maintained 
their mental health. Family and friends were the main choice of informal support. When 
professional help was required women either had long waits or did not receive timely 
treatment.  
The next chapter relates to the midwives’ phase of the study. Midwives employed by 
the Health Board were invited to participate by completing a questionnaire and/or 
attend a focus group. The aim was to understand their experiences of supporting 
women’s mental health during the perinatal period. 
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Chapter six – Midwives’ experience of supporting women’s 
mental health 
6.1 Introduction 
The previous two chapters focused on the experiences of women with mental health 
problems. The aim of the work presented in this chapter was to explore midwives’ 
skills, knowledge and experiences of supporting women’s mental health. As the main 
care providers for women during the perinatal period, an understanding of midwives ’ 
experiences could help inform service provision for women with mental health 
problems.  
The decision to use questionnaires and focus groups for data collection was discussed 
in chapter three. This chapter provides a description of the recruitment process for the 
midwives’ phase of the study. Midwives were invited to complete a self-administered 
questionnaire. To enable comparison with other studies, results of the data generated 
from the questionnaire are presented as descriptive frequencies. Recruitment of 
midwives into three focus groups and composition of these are described, followed by 
qualitative analysis, presenting the three themes generated from the data. 
6.2 Questionnaires 
The midwives’ questionnaire was designed to gain a broad view of midwives’ 
knowledge, skills and experiences of supporting women with mental health problems in 
the perinatal period. An explanation for the choice of questionnaire was provided in 
chapter three. 
6.2.1 Method 
All midwives employed by the Health Board were eligible to participate in the survey. 
Information was circulated to midwives via posters, face-to-face contact, personal NHS 
emails and a closed moderated Facebook page for maternity staff. In consultation with 
each ward area manager, posters were placed in the staff rooms along with paper 
questionnaires and an envelope for those completed. Explanation and distribution of 
questionnaires at community midwives’ meetings, study days and one to one 
discussion with midwives, were also used to promote the study.  
Paper copies were used rather than electronic as the method of distribution. NHS 
emails are restricted to work computers, where time and access are an issue. Also 
‘older’ midwives commented they were not very computer literate and may have been 
discouraged from completing the questionnaire. Having access to both electronic and 
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paper copies could have resulted in duplication which could not be checked due to the 
anonymity of the questionnaire.  
Paper based questionnaires were placed in each staff area and an envelope for 
completed ones. A long timeframe for completion was provided to overcome obstacles 
such as shift patterns, part-time hours, maternity leave and busy shifts. Information at 
the beginning of the questionnaire explained the study and anonymity, with completion 
implying consent. Anonymity was provided to encourage participation and honest 
answers (Pearlin 1961; Malvin and Moskowitz 1983). This was at the expense of being 
able to track who had completed the questionnaires or more importantly who had not. 
6.2.2 Recruitment process  
During the period of data collection 285 midwives were employed by the Health Board 
with 250 in work, the remainder being either on secondment, long term sick or 
maternity leave. Questionnaires were collected weekly from clinical areas between 
mid-February 2018 and 30th September 2018. Questionnaires provoked discussion 
amongst staff who noted it was an important topic and how unprepared they felt in 
looking after women’s mental health. 
Opportunities were taken on quiet days or at the beginning and end of meetings and 
community staff were approached at their team meetings, inviting them to take part. At 
one team meeting questionnaires were provided for each midwife and extras for the 
team leader to pass onto midwives who were not at the meeting. Out of the 26 
questionnaires provided 10 were returned over the following three months.  
Response rates were not determined for each work area because midwives move 
around the various hospital and community clinical settings. The anonymity and time 
frame resulted in several midwives questioning whether they had already completed a 
questionnaire. One reason might be due to an online survey relating to perinatal mental 
health which was sent to all midwives the previous year. A visual review of the data did 
not detect any obvious duplications, although this was difficult to assess. Data 
collection folders from one area went missing twice containing at least 20 
questionnaires, some of which may have been completed. A total of 220 
questionnaires were distributed with 145 returned, four were incomplete but the 
completed questions were included in the analysis.  
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6.2.3 Results  
Descriptive analysis 
Data from the questionnaire were entered onto SPSS and checked for errors by 
producing frequency tables for each variable and examining the minimum and 
maximum values and missing data. Possible errors were checked against the 
questionnaire and corrections made if necessary. Verification of data entry by a 
research assistant employed by the university comparing each variable against the 
questionnaire produced an error rate of 0.6%. These errors were documented and 
changed after discussion between the person originally entering the database and the 
second checker. Where ambiguity arose, data management queries were formed and 
agreed with supervisors and documented to ensure consistency.  
The main issue related to support services, the phrase ‘community mental health team’ 
was used in the questionnaire and several midwives asked whether this was the same 
as the ‘perinatal mental health team’. This issue was not detected when the 
questionnaire was piloted. In hindsight it would have been better to have changed the 
option to PNMHT as both exist but are distinct services. Descriptive statistics and 
frequency distributions were produced. This was the most appropriate method due to 
the categorical nature of the questions and to enable comparison with similar studies. 
Characteristics of midwives 
The mean age of participating midwives was 39.8 years (SD=11.7, range 21-65) (Table 
6.1). All midwives’ employed by the Health Board were female. The majority of 
midwives (61.4%, n=89) worked over 31 hours per week, mean 32 hours (SD=7.7, 
range 3-40). Midwives had worked for the NHS for an average 12 years (SD=10.0, 
range <1-36). 
The majority of midwives (68.3%, n=99) worked in the hospital in clinical roles either in 
the antenatal clinic, midwifery-led unit, assessment unit, delivery suite or antenatal and 
postnatal wards. Midwives based in the community made up 15.9% (n=23). A small 
number of midwives looked after the most vulnerable women (3.4%, n=5) such as 
those with severe mental health problems, substance misuse problems or asylum 
seekers. Several midwives (10.3%, n=15) had worked within this team at some point in 
their career. Over a third (37.9%, n=55) of respondents also had a nursing qualification 
and a further 1.4% (n=2) were trained mental health nurses. Of the 55 (37.9%) 
midwives with a nursing qualification 9.0% (n=13) had experience working in a 
psychiatric setting and 7.6% (n=11) had experienced short term placements as student 
nurses. 
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Table 6.1 Background characteristic of midwives. 
Background characteristics                 n=145 
Age M (SD) R                  n=135    39.8    (11.7) 21-65 
Hours worked M (SD) R n=137    32.1     (7.7) 3-40 
Years worked M (SD) R n=137    12.3     (10.0) 0-36 
 n  (%) 
Years in practice 
1 year or less 
2-5 years 
6-10 years 
11-15 years 
16 years and over 
Missing 
 
17  
28  
28  
18  
46  
8  
 
(11.7) 
(19.3) 
(19.3) 
(12.4) 
(31.7) 
(5.5) 
Hours per week worked 
12 hours or less 
13-30 hours 
31 hours and more 
Missing 
 
3  
45  
89  
8  
 
(2.1) 
(31.0) 
(61.4) 
(5.5) 
Age  
21-32 
33-44 
45-55 
56+ 
Missing 
 
46  
38  
37  
14 
10  
 
(31.7) 
(26.2) 
(25.5) 
(9.7) 
(6.9) 
Main area of work 
Antenatal clinic 
Antenatal/postnatal ward 
Assessment unit 
Midwifery led unit 
Delivery suite 
Community 
Management 
Preceptor midwife on rotation 
Specialist role 
Other 
Missing 
 
13  
13  
10  
18  
45  
23  
3  
4  
7  
1  
8  
 
(9.0) 
(9.0) 
(6.9) 
(12.4) 
(31.0) 
(15.9) 
(2.1) 
(2.8) 
(4.7) 
(0.7) 
(5.5) 
Specialist role 
Research midwife 
Social worker 
Clinical supervisor  
Breastfeeding team 
Specialist community team 
Examination of the newborn 
 
3  
1  
1  
3  
5  
1  
 
(2.1) 
(0.7) 
(0.7) 
(2.1) 
(3.4) 
(0.7) 
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Additional qualifications 
Registered adult nursing 
BSc psychology 
Diploma in nursing 
Nursery nurse 
Family planning practitioner 
PGCE 
Registered mental nurse 
 
55  
1  
1  
1  
1  
2  
2  
 
(37.9) 
(0.7) 
(0.7) 
(0.7) 
(0.7) 
(1.4) 
(1.4) 
Experience working as a nurse / 
student in a mental health setting 
Yes 
No 
Missing 
 
 
13  
123  
9  
 
 
(9.0) 
(84.8) 
(6.2) 
Experience of a specialist role 
working with vulnerable women 
Yes 
No 
Missing 
 
 
15  
121  
9  
 
 
(10.3) 
(83.4) 
(6.2) 
 
6.2.4 Midwives’ knowledge, skill and experience 
The most common mental health conditions encountered by midwives 
The questionnaire explored midwives’ experiences of looking after women with 
perinatal mental health problems. All midwives reported they had cared for women with 
mental health problems, most commonly women with anxiety (95.0%, n=138) and 
depressive (87.0%, n=127) disorders (Figure 6.1).  
Figure 6.1 Most common mental health conditions encountered by midwives. 
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Attitudes of midwives  
Midwives were asked to assess their colleagues’ attitudes to supporting women with 
mental health problems (Figure 6.2). Over half viewed their colleagues as 
understanding (55.9%, n=81), tolerant (75.2%, n=109) and helpful (71.5%, n=103). 
They judged other midwives to be sometimes knowledgeable (76.6%, n=111) but also 
sometimes out of their depth (79.3%, n=115). They suggested their colleagues rarely 
ignored (75.2%, n=109), avoided (62.0%, n=91) or spent less time (75.2%, n=109) with 
women with mental health problems.  
When asked if they thought the needs of women with mental health problems were 
recognised whilst under midwifery care, just under half (49.0%, n=71) recorded ‘yes’, a 
slightly lower proportion noted sometimes (44.8%, n=65) and only 4.8% (n=7) reported 
‘no’.  
Figure 6.2 Midwives’ attitude to women with mental health problems. 
 
Midwives’ views on the importance of skills and processes in clinical practice 
The importance midwives placed on non-clinical skills and processes used in day to 
day practice were assessed (Figure 6.3). Communication was recorded as the most 
important skill by all midwives who answered this question (97.2%, n=141), of these 
86.2% (n=125) recorded communication as extremely important. The next most 
important skills were empathy (80.7%, n=117), building rapport (77.2%, n=112), 
teamwork (75.0%, n=110) and quick and safe decision making (71.7%, n=104). The 
least important were relationship counselling (39.3%, n=57), psychiatric assessment 
(30.3%, n=44) and conflict management (16.6%, n=24). 
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Potential symptoms checked for by midwives to assess women’s mental health  
Assessment of a woman’s mood was the only symptom midwives unanimously agreed 
they look for (99.3%, n=144) (Figure 6.4). Anxiety levels (94.5%, n=137) and support 
(91.0%, n=132) the next most assessed signs. Anhedonia was rated the lowest, only 
17.9% (n=26) stating they would assess for this symptom. During data collection 
several midwives questioned the word or searched the internet to find its meaning 
which could explain the low number who would assess this symptom. Memory (28.3%, 
n=41), insight (33.0%, n=49) and speech (37.9%, n=55) also scored low for potential 
symptoms assessed.  
Figure 6.4 Potential symptoms checked for by midwives to assess women's mental health. 
 
Frequency of assessment of women’s mental health 
Only 1.4% (n=2) of midwives reported they would never make an assessment of 
women’s mental health and 4.8% (n=7) stated they did not know the frequency of 
assessment (Figure 6.5). The majority of midwives (82.8%, n=120) indicated they 
would make some sort of mental health assessment at least 50% of the time, with 
48.3% (n=70) reporting they would make an assessment every time they met a 
woman.  
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Tools midwives use to assess perinatal mental health  
Midwives used a range of informal techniques to assess a woman’s mental health 
(Figure 6.6). Noting the woman’s mental health history (95.9%, n=139), behaviour 
(95.9%, n=139) and observations (93.1%, n=135) were the main ways used to assess 
women’s mental health reported by midwives. This was followed by midwives using 
their ‘instinct/intuition’ (72.4%, n=105), clinical experience (70.3%, n=102) and around 
half (51.0%, n=74) reported using clinical skills. Other ways of assessing mental health 
noted by 9.7% (n=14) midwives, included their own experience (0.7%, n=1), concerns 
from family (1.4%, n=2) and rapport with women (0.7%, n=1). 
 Figure 6.6 Potential symptoms checked for by midwives to assess women's mental health.  
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Figure 6.5 Frequency of mental health assessment by midwives. 
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Community and professional referral pathways used by midwives  
If concerned about a woman’s mental health the majority of midwives reported they 
would refer to the community mental health services (93.1%, n=135) or to the general 
practitioner (88.3%, n=135) (Figure 6.7). The health visitor came third in the choice of 
referral source for 69.0% (n=100) of midwives. Although midwives have an 
understanding of the role of mother and baby units, there is no mother and baby unit in 
Wales. Written comments on some of the questionnaires suggested this was not an 
option or not their role to refer to this source, although 24.1% (n=35) midwives selected 
this answer. Midwives were least likely to refer to psychiatrists, social workers or 
occupational therapists.  
Figure 6.7 Choice of referral pathway for midwives. 
 
6.2.5 Midwives’ training 
Training  
Around a third of midwives reported having received training on perinatal mental health 
(Figure 6.8). Reported training reflected aspects central to the midwives’ role, for 
example in relation to alcohol use/abuse (42.1%, n=61), illicit drug use/abuse (33.8%, 
n=49), physical/sexual abuse (34.5%, n=50) and grief and loss (32.4%, n=47). Minimal 
training had been received by midwives around family (2.1%, n=3) or individual therapy 
(0.7%, n=1) which is not a core part of a midwife’s role. Rates of training in mental 
health pharmacology (2.8%, n=4) and suicide risk assessment (3.4%, n=5) were also 
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very low. Mental status assessment had only been undertaken by 11% (n=16) of 
midwives.  
In the previous two years 31.7% (n=46) of midwives had attended a course or training 
in relation to perinatal mental health, 10.4% (n=15) indicating it was through mandatory 
training or 4.8% (n=7) an e-learning package which are provided by the Health Board. 
Midwives noted conference attendance pertaining to perinatal mental health (2.1%, 
n=3), psychotherapy course (0.7%, n=1), volunteer Samaritans training (0.7%, n=1), 
and genetic counselling MSc (0.7%, n=1) as other sources of training. Midwives 
recorded training as important (15.2%, n=22) or extremely important (11%, n=16) to 
their everyday practice but only 21.4% (n=31) of midwives suggested it had helped 
them in their practice. 
Figure 6.8 Types of training received by midwives. 
 
Source of learning  
Midwives agreed they learnt most of their skills in relation to perinatal mental health on 
the job (86.9%, n=126) rather than by any form of structured education (Figure 6.9). 
Just over half specified their midwifery training was where they learnt skills (53.1%, 
n=77), even though around two thirds had qualified over five years previously (63.4%, 
n=53). Learning from peers was the second highest source (39.3%, n=57) of learning 
skills. Other experience was gained from either their own or families’ mental health 
problems (3.4%, n=5) and advice from experienced health professionals was 
mentioned by 2.1% (n=2) midwives.  
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Overwhelmingly midwives (94.5%, n=137) thought they could be better prepared to 
look after women with mental health problems. Just under half (49.6%, n=72) felt 
confident working with women with mental health problems, 3.4% (n=5) strongly 
agreed they felt confident. One midwife (0.7%) strongly disagreed, 23 disagreed 
(15.9%) and 45 (31.0%) were undecided. 
Figure 6.9 Where midwives learnt their skills to support women with mental health problems. 
 
6.2.6 Summary 
Questionnaires were completed by 145 midwives, with a mean age of 39.8 years, just 
under two thirds worked full time and over two thirds had been qualified for six years or 
more. The majority of midwives had cared for women with anxiety and depression. 
Colleagues’ attitudes were assessed as understanding and tolerant but respondents 
also judged their colleagues to be ‘out of their depth’ when caring for women with 
mental health problems. Midwives felt women’s mental health problems were 
recognised most of the time, with two-thirds stating they assessed women’s mental 
health at least 80% of the time. Maternal mood was assessed by nearly all midwives, 
with only two stating they never assess women’s mental health. They also used 
women’s history of mental health and behaviour as ways of assessment and were 
aware they could refer to general practitioner or community mental health teams. 
Midwives noted their training to be mainly associated with physical or social issues 
such as abuse of alcohol rather than specifically relating to mental health. Where 
perinatal mental health training was recorded it was mainly the one-hour session at the 
yearly mandatory study days and most skills were gained on the job. Although nearly a 
third had completed some training in the last two years, only a fifth stated it had helped 
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them in their practice. Overwhelmingly midwives felt they could be better prepared, 
although only half felt they lacked confidence in working with women with mental health 
problems. 
6.3 Focus groups  
The focus groups were designed to explore midwives’ experiences of caring for women 
with perinatal mental health problems and their training needs. These expanded on 
topics covered in the questionnaires such as, attitudes towards women with mental 
health problems and conversations with women relating to mental health. Findings from 
the questionnaire noted training had been undertaken by some midwives but it had not 
helped in practice. Therefore this was one area which was explored with midwives. 
Allowing a better understanding of the types of training undertaken and usefulness as 
well as assessing what midwives wanted. Inconsistencies in mental health assessment 
was also another area discussed in the focus groups to explore in more detail the 
issues midwives face when speaking to women. 
6.3.1 Methods 
The aspects explored in the focus groups with midwives were similar to the 
questionnaire, with topics including clinical practice, knowledge, support, training and 
assessment of women’s mental health. All midwives were invited to express their 
interest. Recruitment ran concurrently with interviews with pregnant women and 
questionnaire collection from midwives and was an iterative process to allow topics 
which arose to be explored further. A purposive sample of midwives was planned to 
encompass midwives with different levels of experience and areas of practice, 
consisting of up to 30 midwives over three focus groups. Information about the focus 
groups was circulated at the same time as the midwives’ questionnaires.  
To allow for discussion of themes that arose, the focus group topic guide was 
developed after a third of the questionnaires had been completed and an initial analysis 
conducted (Appendix 19). The role of facilitator is important for good group discussion, 
providing ground rules and introductions as well as asking the questions (Cronin 2014). 
The researcher acted as facilitator, with a plan for a moderator to provide assistance; 
helping with the practicalities of welcoming latecomers and timekeeping.  
At the beginning of the recording midwives stated their pseudonym along with length of 
practice as a midwife and which clinical area they worked in at present to allow 
distinguishing between voices, assist name recollection and provide anonymity. To aid 
transcription during the focus group midwives were encouraged to state their 
pseudonym prior to answering a question.  
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Although midwives’ mental health was not a focus of the study, discussion could have 
highlighted sensitive cases or personal issues. Written and verbal information about 
who to contact should any concerns arise were provided and details of the Employee 
Wellbeing Service highlighted. Additional notes were made by the researcher as soon 
as practical after the focus group about participants’ behaviour, body language and 
context, and retained as field notes. Reflection on the first focus group allowed 
changes to be made to further explore issues and confirm emerging themes.  
Audio recordings were uploaded and stored on a password protected server 
maintained by the University as soon as practical after the focus groups and deleted 
from the audio recorder. Recordings were encrypted using ‘7 Zip compression software 
for windows’ and sent to a University approved transcription service via ‘fast file’. 
Anonymity was requested at the point of transcription and recordings transcribed 
verbatim. 
6.3.2 Recruitment process 
Three focus groups were conducted over a period of three months, with 15 midwives 
encompassing a range of experiences and duration of service within the local Health 
Board. A purposive sample of midwives were approached for the first two focus groups. 
The specialist community team were approached first and invited to participate in a 
focus group. This team of midwives provide care for vulnerable women, many with 
mental health problems and therefore have more experience and work closely with 
mental health services. Practically this was feasible as they were a small team and met 
regularly. The focus group was arranged to take place at lunchtime after one of their 
weekly meetings. The second group of midwives were originally intended to be a group 
of community midwives but an opportunity presented itself during the recruitment 
period to conduct a focus group with a cohort of newly qualified midwives beginning 
employment at the Health Board. The study was introduced to the midwives during 
their induction week and were invited to participate in a focus group to share their 
knowledge, skills and experiences as students of supporting women with mental health 
problems. The meeting was arranged prior to the start of one of their inductions days. 
The third group comprised of midwives who had expressed an interest and were 
available on the selected day. 
Midwives who showed an interest in attending were provided with an information leaflet 
prior to attending, in person or via NHS email (Appendix 20). The focus groups were 
conducted in the directorate office area in a quiet room. At the beginning of the session 
refreshments were offered and written consent obtained, including consent for audio-
recording and use of quotations. One copy was given to each participant and a copy 
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placed in the site file (Appendix 21). Each midwife chose their own pseudonym, these 
were written on both sides of a card and placed on the table in front of them to remind 
them and others in the group of their name.  
The researcher acting as facilitator reiterated the aim of the group and code of conduct 
emphasising The Code (Nursing and Midwifery Council 2015) with regard to 
confidentiality and disclosure of misconduct, as stated in the consent forms and 
information sheets. Questions were asked by the facilitator based on the focus group 
schedule with additional questions to expand on areas of interest. In the first focus 
group one supervisor acted as moderator. This provided both practical support in 
asking additional questions to encourage discussion on topics which arose and support 
for the facilitator as an experienced researcher. An observer was present during the 
first focus group to gain experience, in preparation to act as moderator for the second 
focus group. A decision was made that the third focus group with only four participants 
did not require a moderator. 
The session continued until all the questions had been answered for the first and third 
focus group, duration 53 and 45 minutes respectively. The second focus group lasted 
30 minutes and would have continued longer but had to be cut short due to the newly 
qualified midwives (NQMs) needing to go to their next meeting.  
6.3.3 Composition of the three focus groups 
Participants in the first focus group were midwives from the specialist community team 
(SCT) who support women with complex needs such as asylum seekers and women 
who abuse alcohol or drugs (Table 6.2). Midwives had usually been qualified for a 
couple of years prior to joining; gaining experience in other clinical areas. The duration 
of experience within this team ranged from eight months to 10 years.  
Table 6.2 Midwives in focus group one. 
Focus group 
one 
Length of time in the 
community team 
Midwifery expertise 
Louise 4 years Substance misuse  
Nell 3 ½ years Specialist community team 
Lucy 8 months Specialist community team 
Jane 10 years Perinatal mental health  
Amber 2 ½ years Asylum seeking women  
Bramble 4 years Safeguarding  
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The second focus group consisted of NQM who had started work in the Health Board 
the previous week (Table 6.3). They had trained in four different universities in England 
and Wales, one of which was the local university. Of 28 midwives invited, seven were 
interested, two of these were unable to take part due to prearranged clinical shifts.   
Table 6.3 Midwives in focus group two. 
Focus group 
two 
Length of time in clinical 
practice 
Clinical base 
Lucy NQM trained in another Health 
Board 
Induction week 
Georgia NQM trained in another Health 
Board 
Induction week 
Carol NQM trained in another Health 
Board 
Induction week 
Charlotte NQM trained in another Health 
Board 
Induction week 
Jayne NQM trained in this Health Board Induction week 
 
The third focus group was open to all midwives working within the Health Board, of 16 
who expressed an interest, four attended on the day (Table 6.4). All midwives had 
experience in several clinical areas. Anna had been mainly community based, Sara on 
delivery suite and Lily had worked in all areas in her two years since qualifying, Lottie 
had again worked in most areas, with a substantial period in antenatal clinic.  
Table 6.4 Midwives in focus group three. 
 
6.4 Thematic analysis 
Thematic analysis was used to detect, analyse and report on patterns found within the 
data (Braun and Clarke 2006) to provide a detailed insight into the experiences of 
midwives providing care for women’s mental health during the perinatal period. 
Transcripts were reviewed for accuracy using the audio recording and alterations made 
to ensure anonymity of the participant and correction of technical terms. This provided 
Focus group 
three 
Length of time in 
clinical practice 
Clinical base 
Anna 28   years Mainly community  
Lily   2   years Working across all areas 
Lottie 17   years Currently on delivery suite but has 
worked across all areas  
Sara 22   years Mainly delivery suite 
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an added area for familiarisation, as the transcripts were actively read. Thoughts were 
noted as a reflection of the content and main areas of interest (Braun and Clarke 
2006).  
Transcripts and field notes were entered into NVivo11. The process of identifying initial 
areas of the text which appeared interesting and meaningful and reflected aims of the 
study were assigned a code. These were generated by methodically working through 
the transcripts. Once all transcripts had been coded they were systematically reviewed 
again to encompass the new codes generated during later transcripts. This became an 
iterative process with codes generated and others being added. 
Codes generated from the focus groups and field notes, along with initial notes from 
the familiarisation stage of analysis, were reviewed. These were then transferred onto 
mind maps, handwritten reflections and post it notes with quotes and used to build 
categories and themes. They were reviewed and rearranged numerous times to ensure 
the themes remained distinct and within themes coherent. During the process of 
analysis, subthemes were rearranged and combined or sometimes moved to another 
theme to avoid repetition, with quotes attached to the theme names to provide context.  
Three themes were generated: 
 Theme one – ‘Conversations’ reviewed midwives’ contact with women and how 
they discussed mental health.  
 Theme two – ‘It’s immensely complex’, examined some of the issues midwives 
faced when supporting women’s mental health such as the complexity of 
women’s lives and referral systems.  
 Theme three – ‘There’s another gap in their care’ explored areas where 
midwives believed further provision was required, namely training for midwives 
and support for women.  
6.4.1 Theme 1 – Conversations 
Conversations with women regarding their mental health are important in order to 
understand women’s needs and offer support if required. Discussions with women are 
recommended by NICE (2014) and local documentation provides prompts at routine 
appointments. Midwives were asked about their experiences and conversations with 
women during the perinatal period and the issues which stood in the way.   
Asking the questions – ‘If I’d just been asked I would have said yes’ 
Midwives are the main point of contact for the majority of women during the perinatal 
period, providing an ideal opportunity to speak to women about their mental health. 
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NICE (2014) suggests midwives ask about the women’s mental health at each routine 
visit during both the antenatal and postnatal period.  
Questions in the handheld All Wales Maternity Records provide a background into the 
woman’s mental health and family history and offers an opportunity for midwives to 
assess women’s mental health using the two Whooley (1997) questions at the initial 
visit. An additional question has been added since 2016 to ask at each routine visit, 
‘Have you over the past two weeks felt unable to stop or control worrying?’ Jayne 
expressed her thoughts:  
Maybe there needs to be more training to the midwives who are 
doing these booking packs, because it’s not asked every 
appointment… (Jayne, focus group 2 – NQM, line 475-476) 
No formal training was provided to assist in this change of practice. All midwives who 
worked in the specialist community team stated they were comfortable and asked 
questions about mental health: 
I agree what Amber said I’m comfortable talking about it but whether 
you’re doing it right, you, but you do the best that you can yeah. 
(Lucy, focus group 1 –SCT, line 216-217) 
Midwives felt relaxed in their approach but also expressed a fear they might not be 
‘doing it right’. Carol, a newly qualified midwife who had trained in another Health 
Board explained her unease around conversations observed as a student: 
Yes they had it in the one in this trust yeah, I don’t know if they’re the 
same but a lot of midwives will read them kind of verbatim and it’s 
quite hard then for women…it’s again like a tick box exercise so 
there’s not really that flow to the conversation. (Carol, focus group 2 – 
NQM, line 178-180) 
No specific advice has been provided on whether these questions should be asked 
verbatim or whether they are for guidance, therefore the decision has been left to 
individual midwives as to how they approach the topic. 
Although there were questions in the antenatal notes many of the midwives explained 
the different ways they began discussions: 
I’d say there’s also different ways of asking it … sometimes you might 
ask more than once in the same consultation…you start off how are 
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you, how are you feeling and then you know throughout an actual 
antenatal check you can pick up on how their emotions are and then 
you might ask it in a slightly different way or you know, more probing 
questions or open questions…(Bramble, focus group 1 – SCT, line 
47-51) 
Bramble revealed how she used multiple ways of assessing mental health and treated 
each woman as an individual, tailoring her assessment accordingly.  
Using different terminology and questions is important especially when women have 
cultural or language differences. Asking the questions in the antenatal notes verbatim 
would not be suitable in this situation as they often do not understand the terms mental 
health or depression. To overcome this, midwives suggested alternative questions:  
I deal with a lot of people that don’t speak English and have different 
cultures and backgrounds so I don’t go in how is your mental health, 
I’ll use different words. So I ask everyone but at different times 
throughout the antenatal period but I ask questions like how is your 
sleep pattern, do you sleep well, are you ever nervous, are you ever 
unable to sleep, can you concentrate, all those things…(Amber, focus 
group 1 – SCT, line 53-57) 
Amber used questions to elicit symptoms of mental health disorders, whether this was 
through training or from experience was not explored. None of the midwives suggested 
using the EPDS and GAD-7 screening tools as a method of assessment, even though 
they are recommended by NICE (2014) if there are concerns about a woman’s mental 
health.  
Midwives’ employed other ways of assessing mental health such as observing 
women’s reactions:  
…when you listen in [to the fetal heartbeat] you get that reaction from 
them and I can really get a good view on if they’re just not bothered 
or sometimes they’re elated…(Amber, focus group 1 – SCT, line 351-
352)  
Ambivalence on hearing the fetal heartbeat could be an indication of poor bonding with 
the baby. This could indicate an unwanted pregnancy or an underlying mental health 
issue, such as depression, both of which warrant further discussion with the woman.  
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Midwives who work in the hospital may only encounter women once during the 
antenatal period, during inpatient stays or unscheduled care. Records for these visits 
make no suggestion of asking about the woman’s mental health, although midwives 
stated they were aware of its importance and explained how they made an 
assessment:  
Int: …anyone else got experience of speaking to women at various 
points in their pregnancy… 
Lily: I think if you kind of ask them in the delivery suite, you do a 
labour assessment and then look through the hand held notes…you 
know would be key questions whether they’d had a past history or 
whether they’ve ticked … if they’ve been down or depressed because 
they ask it throughout the antenatal bits. And I also just ask them you 
know, is there anything you’re really anxious about, you know with 
the labour and delivery specifically. (Lily, focus group 3, line 29-35) 
Lily also suggested when working on the wards during a 12 hour shift, despite having 
never met the woman before she could detect signs of anxiety from discussions and 
observations.  
…like the other week I was like going around and like just pop in to 
do their postnatal check-up and one of the women like crying… just 
being able to sit down and chat with her, she seemed to find it really 
helpful…(Lily, focus group 3, line 131-133) 
Lily went on to advise the woman that her feelings could be due to ‘baby blues’, 
common in women a few days after giving birth and recommended if she continued to 
feel unhappy and tearful, she should speak to her general practitioner.  
Midwives are in a unique position to provide a platform for women to discuss mental 
health problems, yet this opportunity is not always being optimised due to external 
factors.  
 I would say that a lot of them [midwives] treat mental health in clinic 
as a tick box exercise really because the clinic appointments are so 
short, so in 10 minutes you have to go through all of the physical 
elements of pregnancy and you check that everything is okay and 
then mental health is really pushed aside. (Georgia, focus group 2 – 
NQM, line 122-125) 
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Despite the detrimental effect poor mental health can have on the unborn baby, the 
majority of time at the antenatal appointments is taken up with checking physical 
aspects of the woman’s and baby’s health.  
All focus group participants agreed it was important to ask women questions about 
mental health and had discussed this with the women they supported: 
Women are like ‘if I’d just been asked I would have said yes’… I think 
a lot more women would disclose about mental health problems but 
the opportunity isn’t there. (Jayne, focus group 2 – NQM, line 483-
485) 
Providing a platform for women to discuss mental health is important as they may not 
disclose an issue voluntarily. Continuity was also seen as an important part of caring 
for a woman’s mental health. 
Continuity – ‘I think it’s to do with the trust and continuity’ 
Continuity has the benefit of building up a trusted relationship, allowing women to feel 
comfortable confiding in their midwife and disclosing any issues they may have.  
…they’re feeling down but because you’ve got that regular contact 
covering the pregnancy they do trust you…the first step has been 
made really is the important thing… (Lottie, focus group 3, line 117-
121) 
After building a trusting relationship with the women and enabling them to be open 
about their mental health, midwives felt inadequate that all they could do was refer to 
another service where the woman would have to discuss the whole conversation again.  
…it’s really important that you talk to us about it but then once they 
disclose I’m then like, thank you for telling me, go and tell your GP 
again now and that must be really hard for them and I would imagine 
a lot don’t go and speak to the GP. (Jayne, focus group 2 – NQM, 
line 163-165) 
Continuity is also important from the midwives’ viewpoint. Building relationship enables 
them to detect when the women might not be ‘themselves’.  
Yes exactly it’s not just disclosing, it’s that you get to know the 
woman, …that’s not just with things like anxiety and depression, it’s 
kind of postnatally with things like psychosis and things like that …if 
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you already know them you can tell if they’re being different from how 
they otherwise would, so I think continuity is really important. (Lucy, 
focus group 2 – NQM, line 245-249) 
Tiredness and baby blues are common in the postnatal period but when the feelings 
continue for several weeks it could be a sign of depression or anxiety. Knowing the 
woman previously or being able to assess the woman at more than one point in time 
would increase the chance of detecting an ongoing issue which needs treating. 
Comments in the field notes relating to midwives in the specialist community team 
indicated the compassion they felt towards the women their cared for. 
Anna specified how important continuity was to her as a professional: 
I think it’s paramount actually, continuity of care actually you know 
you build that relationship and you understand your ladies’ needs and 
that you can also monitor whether if you made a referral whether that 
referral has actually made an impact or made a positive outcome on 
the actions that you’ve taken… (Anna, focus group 3, line 103-106) 
In summary, theme one reviewed midwives’ conversations with women. Midwives are 
ideally placed to assess women’s mental health during the perinatal period and were 
keen to undertake this as part of their role. Although midwives did not use formal 
assessments of women’s mental health they all agreed it was important and described 
how they assessed women as individuals. Time restrictions were a barrier to 
discussing mental health with priority given to the physical health of mother and baby. 
Continuity was seen as imperative to building a trusting relationship which enabled 
women to feel comfortable disclosing issues and allowed midwives to discern changes 
in mood, as well as an opportunity for midwives to assess suggestions they had made 
to women under their care. 
6.4.2 Theme 2 – ‘It’s immensely complex’ 
Midwives described how a lack of knowledge and understanding from the women, 
society and health professionals often led to stigma, preventing women receiving 
support. The complexity of women’s lives, complicated diagnoses of mental health 
intertwined with social concerns make it difficult to know which source of support is 
required.  
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Complicated lives – ‘You can’t put them in little compartments, that’s the 
complexity of it all’  
Mental health problems vary from everyday stresses to anxieties or depression and 
severe mental health problems such as bipolar disorders or schizophrenia. The NQM 
were asked which mental health conditions they had encountered the most during their 
training. Their experience matched midwives who had completed the questionnaires or 
attended the focus groups, they had all supported women with anxiety and depression:  
Yeah I, again a lot of women with anxiety and depression during 
pregnancy that had come to a booking appointment having had those 
things already. Quite a few women who have disclosed maybe 
anxiety as teenagers, anxiety and depression early on in life but 
maybe not experiencing it now…(Carol, focus group 2 – NQM, line 
48-51) 
Many midwives noted these conditions were often pre-existing, several commenting 
the conditions became worse during pregnancy. When it came to severe mental health 
problems NQMs stated they had only encountered a few women with bipolar disorders 
and schizophrenia during their three years training, similar to the majority of midwives.  
Midwives in the specialist community team usually support women with more severe 
mental health problems, compounding the lack of experience for the majority of 
midwives. They described the rate of women with mental health problems in their team:  
Moderator: So what proportion of the women that are on your 
caseloads will have adverse mental health issues in one form or 
another? 
Amber: Really high proportion. 
Louise: Around 85 percent even. 
I’m Nell and I think because our group have got social problems on 
times it has an impact on them so I’d say yeah it would be quite a 
high proportion, yeah, yeah. 
Bramble: I’d say the same, maybe 80, 90 percent yeah. (Focus group 
1 – SCT, line 107-113) 
In some cases women reported mental health problems where there was no formal 
diagnosis. Jane the specialist perinatal midwife described how one woman claimed she 
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had bipolar disorder despite no evidence in her records. More time and experience 
meant Jane was able to access additional records for women and recognise some of 
the symptoms to provide a fuller understanding of the woman’s needs. She described 
how she supported women:   
…’go on this website, have a look and have a look what symptoms 
you’ve got’, they normally diagnose themselves and then that’ll tell 
and they’ll say ‘oh no I haven’t got bipolar, it looks like I’ve got an 
unstable personality disorder’. (Jane, focus group 1 – SCT, line 139-
142) 
Most women supported by Jane did have severe mental health problems which were 
diagnosed pre-pregnancy, some of whom were already receiving support but required 
specialist perinatal services as well. 
In contrast women with mild to moderate issues might not be aware of a problem, 
choose to ignore or not disclose conditions due to the stigma or perceived pressure 
from others. Anna mentioned her view of women’s experiences:  
…depression, about the baby blues, how common it is, they know the 
percentage, they know one in 10 ladies gets postnatal depression but 
sometimes unless you’ve actually gone through it you think it won’t 
happen to me and sometimes it’s very hard to admit that you are 
having postnatal depression because it’s still considered as a 
negative aspect of your wellbeing. (Anna, focus group 3, line 173-
175) 
Midwives described how women become concerned about taking medication for 
mental health problems. Women are given advice in early pregnancy and informed of 
the need to stay in hospital after birth so their baby can be observed for signs of 
withdrawal. Louise described some women’s reactions: 
If they are thinking what damage am I doing. Actually some ladies are 
adamant they want to stop their medication when actually they need 
it…making a big thing about that postnatally and keeping them for 
four days, it makes them all feel guilty. (Louise, focus group 1 – SCT, 
line 556-559) 
Taking medication during pregnancy is known to be dangerous. When it comes to 
certain conditions such as mental health, in a similar line to women with epilepsy, there 
is a balance between keeping the mother well and the possibility of harming the baby.  
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As well as a lack of knowledge, midwives were aware of the perceived stigma around 
mental health and noted how this led women to withhold information or decline referral: 
…I went to see a lady today, she’d declined referral so perinatal had 
sent her to me…when I’d spoken about it further, and she was like oh 
yeah, okay, I will be referred to them but very often you find initially 
they’ve said no to that team…(Nell, focus group 1 – SCT, line 605-
608) 
It is not only stigma which reduces mental health disclosure, it is often complicated by 
social issues. Midwives, especially those working in the specialist community team, 
support women with multiple needs and complex lives for example asylum seekers, or 
women who admit to substance misuse:  
 What I’ve come across quite a few times when if it’s like domestic 
violence and things, and there’s a lot of mums will say the partner 
has said I’m going to have the baby because you’re mental… so then 
they’re reluctant to say how they’re feeling because he’s already said 
you’re mad, and your family are mad and I’m going to take the baby. 
(Nell, focus group 1 – SCT, line 544-548) 
Pressure from families could reduce the chances of women in these situations 
discussing mental health, delaying diagnosis and support. Other reasons noted by 
midwives were the fear of social workers becoming involved and removing their 
children: 
She’s afraid because she’s in a foreign country and the Home Office, 
is the Home Office going to take my children. It’s really important we 
tell us because we can help you. (Amber, focus group 1 – SCT, line 
533-534) 
Midwives described how this fear led women to take matters into their own hands. Lucy 
explained one woman’s strategy: 
…she had got several mental health problems and she’d increased 
her dosage of medication on her own because she said she was 
scared to go into the GP or speak to someone about her mental 
health, how she was feeling, get social services involved and she 
thought it was going to be like negative against her. (Lucy, focus 
group 1 – SCT, line 536-539) 
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The fear that worsening mental health would cause social service involvement shows 
how the woman’s misunderstanding around mental health during the perinatal period 
reduced the chance of the support she needed. 
There is a perception the general public lack understanding around mental health and 
require educating and discussions to reduce stigma. This attitude was also noted 
amongst healthcare staff.  
Women with severe mental health problems are mainly cared for by the specialist 
community team but when admitted into hospital for the birth of their baby and initial 
postnatal care they are cared for by hospital midwives unfamiliar of their history and 
circumstances. Midwives in the specialist community team described several instances 
where either they or the women had noted a lack of compassion and understanding. 
Mod: How do you find when women come, you know they have all 
this support from you antenatally, then they come in to have their 
babies and their care for staff who don’t have the level of experience. 
How do you feel about the care they get? 
Jane: With my women I feel they are judged and I feel that you know, 
I think if you’ve got a lady coming in that is unwell with her mental 
health, I think staff are a bit scared to look after her, they’re frightened 
because they don’t know what to expect … there is some stigma still 
with mental health and I think it’s just sort of breaking the barrier 
really. (Focus group 1 – SCT, line 425-429)  
Midwives cited a lack of skills and knowledge leading to a fear of looking after women 
with mental health problems, resulting in negative attitudes and derogatory language. 
Bramble explained how one woman had overheard a midwife calling her bonkers and 
classed as a challenging patient, which had a detrimental effect on her anxiety. Jane 
and Amber recounted what women had said to them: 
Jane: And I think again, sort of handovers and the stigma of the 
patient, you know they might say in a handover, oh the patient bed 
six is awkward or she’s mad… 
Amber: And it gets passed on and on and on and then people judge 
people before they even meet them, before they’ve even got to the 
bedside. And they’ve got this so I’ve got an awkward patient and I’ve 
got a patient that’s got schizophrenia.  
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Int: Have you heard staff saying, using those words then, I’ve got an 
awkward patient? 
Jane: Yeah to be honest, yeah I have (general agreement)… (Focus 
group 1 – SCT, line 453-459) 
Experience through clinical practice or training could inform midwives and help them 
become more confident caring for women’s mental health and consequently reduce 
stigma. 
The combination of mental health problems and pregnancy appeared to be especially 
concerning for mental health nurses, unfamiliar in caring for pregnant women: 
…we had a lady that was sectioned [under the Mental Health Act] 
and she was coming over for delivery and they brought her over two 
weeks before her delivery because they were scared in the hospital 
[psychiatric] section in case she had the baby, so they got her over 
[to maternity] and then people could see because she was 
schizophrenic, people were scared, schizophrenia, they get this 
picture of people in their minds and it’s all this hoo ha…the lady was 
fine, delivery went well but it’s just that difference in professions and 
the way we’re trained. (Jane, focus group 1 – SCT, line 433-439) 
Health professionals are often experts in their own narrow field. Mental health nurses 
are not trained to look after pregnant women and midwives are not used to supporting 
women with severe mental health problems. To overcome some of the issues, the 
specialist community team had developed a strategy to support the staff: 
…we tend to put on our system when this lady gives birth please 
contact us, because I like to come in and sort of follow them up, so I’ll 
go on the postnatal ward…(Amber, focus group 1 – SCT, line 448-
449) 
Being able to contact staff who have provided care and understand the women’s needs 
is beneficial for the hospital midwives who may be unaware of the complexity of issues. 
Limited time to assess and complete a plan of care can cause added anxieties for 
midwives.    
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Complicated referrals – ‘they had to go to the GP first, the GP then refers to the 
primary mental health services, primary again refer to a community mental 
health team…’ 
There was confusion from midwives around the referral criteria to PNMHT who 
specialise in the assessment, diagnosis and treatment of women affected by moderate 
to severe mental health problems in the preconception and perinatal period. This 
multidisciplinary team consists of Jane the specialist perinatal mental health midwife, 
nurses and a psychiatrist. Due to an increase in referrals, the local PNMHT has had to 
change its referral criteria. Lottie explained how she had seen a shift in the service 
provision: 
…now because of the influx of women to the service and they’ve only 
got a very, very small team and they can’t accept obviously everyone, 
so they’ve had to tier it and only accept the very, the very unwell 
women…(Lottie, focus group 3, line 284-286) 
Consequently there has also been a change in the threshold for referrals for the 
specialist community team: 
….so for example our team we used to be more of a TLC [tender 
loving care] team whereas now, the child protections so high we 
haven’t got capacity, our criteria has changed…(Louise, focus group 
1 – SCT, line 278-280) 
This has had a knock-on effect, with women once supported by the specialist 
community team, no longer getting extra support. They are now being cared for by 
community and hospital midwives.  
Jane described the difference between midwives and the PNMHT: 
…I think their threshold is a lot higher than a midwives threshold 
would be so whereas midwives sort of worry quite a lot and we’re 
concerned about someone, you speak to the perinatal team and 
they’re not so concerned…their cut off is very different and I think 
that’s confusing for women. (Jane, focus group 1 – SCT, line 234-
240) 
To reduce numbers, the referral criteria to the PNMHT has been altered to only include 
women with pre-existing or pregnancy related severe perinatal mental health 
diagnoses. The moderator, observer and facilitator commented after the focus group 
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that they were not aware of this criterion (field notes). This could provide a reason for 
confusion amongst midwives.  
Working out whether the issue is pregnancy related is not always straightforward, 
Amber explained her dilemma: 
…some of them are, whatever has happened to them, the trauma, 
when they come in they’re pregnant, the pregnancy makes it worse 
so it’s really hard to differentiate then isn’t it, is it pregnancy related or 
is it from their other stuff…(Amber, focus group 1 – SCT, line 335-
337) 
Some women supported by the specialist community team are asylum seekers and 
have fled from war zones or other traumatic situations. As one of only three ‘dispersal’ 
destinations for newly arrived pregnant asylum seekers arriving in Heathrow, some 
women require post torture counselling available only in London. Making the decision 
about whether the trauma is pregnancy related, and therefore referred to the PNMHT is 
required or if it is trauma but not related to birth, requiring a posttraumatic stress 
disorder (PTSD) clinic, is difficult. Furthermore the waiting lists for treatment are long. 
Amber’s lady with the PTSD, yes probably referring them to trauma 
clinic or those clinics is the best option but when you have a wait time 
of up to 18 months and they’re pregnant and more than likely get 
worse in the pregnancy…(Bramble, focus group 1 – SCT, line 385-
388) 
Sometimes the convoluted process for referral delays access to care: 
…I’ve got one patient who’s been in [city] for over two years and still 
hasn’t had an appointment yet with trauma clinic, she’s been on the 
wait list for because they had to go to the GP first, the GP then refers 
to the primary mental health services, primary again refer to a 
community mental health team, community mental health team then 
refer to another clinic who then refer her now for the specialist. 
(Bramble, focus group 1 – SCT, line 391-395) 
Even when women appear to fit the referral criteria, midwives were critical of the 
PNMHT and their lack of understanding of the women’s complex lives: 
Not always but sometimes within the perinatal team they don’t always 
see that women can have mental health problems as well as other 
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problems and sometimes they can be a bit judgemental. Again even 
if they’ve got a social worker or substance issues or they tend to be a 
bit blinkered…(Louise, focus group 1 – SCT, line 499-502) 
Louise expressed her concern around barriers to accessing the PNMHT. This was 
further complicated if women had their baby removed at birth, as they were then denied 
care: 
We see some of our ladies are referred to the perinatal mental health 
team and there’s significant social concerns and I did have the 
perinatal nurse ring me up to see whether the baby is going to be 
removed because if it was then she probably wouldn’t have worked 
with her. (Lucy, focus group 1 – SCT, line 512-514) 
Jane explained how working alongside the PNMHT had led to them changing their 
services to support women for a month after birth, even if their child was removed from 
their care. There were still changes midwives felt required input from PNMHT. At 
present they do not receive referrals for women whose babies have died during 
pregnancy or birth, an area where women are understandably traumatised.  
When midwives decide a referral to the PNMHT is appropriate, the process can take 
several weeks. Once the referral has been received the women are contacted and 
have to opt-in: 
…that means that women need to ring back to say that I’m happy to 
meet before the appointment but if the women feels quite vulnerable 
she may not have that strength or confidence to call back… (Anna, 
focus group 3, line 257-259) 
Women struggling with their mental health may not have the inclination to ring back 
and ask for an appointment.  
In addition, women who are asylum seekers and dispersed to another area have to 
begin the process all over again. Once the woman has opted into the service she then 
requires a first assessment, via telephone, difficult if there is a language barrier or 
limited phone access. The specialist community team had the added advantage of 
being able to spend more time to assist with the referral system.  
Despite the narrow criteria for referral and assessment process, women who are 
accepted by the PNMHT receive good care: 
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They’re under our care [midwives] for 28 days [following birth], keep 
them a bit longer but you know perinatal mental health team keep 
these women for a year. (Jane, focus group 1 – SCT, line 523-524) 
This only applies to a minority of women who become pregnant each year.  
In summary theme two reviewed midwives’ experiences of caring for women with 
mental health problems. For the majority the conditions encountered were anxiety or 
depression but when mental health problems were severe and combined with social 
issues, inexperienced health care professionals found caring for women a challenge. A 
lack of training and knowledge was noted as a possible cause of negative attitudes by 
staff. Obtaining support beyond the midwives’ remit was confounded by inconsistent 
service provision. Access to specialist services was complicated by the high threshold 
for acceptance into care of the PNMHT, leading to some of the most vulnerable women 
lacking expert support.  
6.4.3 Theme 3 – ‘There’s another gap in their care’ 
The third theme relates to aspects of service provision that midwives suggested need 
improvement to enable them to provide appropriate support and care for women’s 
mental health. Areas such as training to improve midwives’ knowledge and confidence, 
and services to support women were seen as major gaps in service provision. 
Training – ‘We’re the experts who haven’t had any training’ 
Midwives were generally sympathetic and aware of the negative effects of poor 
perinatal mental health on the mother, baby and family:  
I think there is recognition that you know, conditions like mental 
wellbeing as well as social and environment can impact on adverse 
childhood you know, so but how do we reduce it…(Anna, focus group 
3, line 505-506) 
They want to help but revealed they did not know how to speak to women with mental 
health problems or what to do if women disclosed a problem.  
Conversely a few NQMs commented older midwives were less understanding and 
knowledgeable implying experience was not the issue but an absence of training in the 
past as the cause: 
I looked after one lady who we visited at home and the midwife I was 
working with, absolutely amazing midwife, really quite old school in 
her approach and this woman said…oh I feel a bit teary and her 
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husband said actually yeah she is not quite right and the midwife had 
said oh you know, it’s probably just baby blues… I went to visit her 
with another midwife a week later and the woman had gone to her 
GP and she was put on some medication…(Carol, focus group 2 – 
NQM, line 189-196) 
Even though Carol stated she had worked with a few older midwives who held this 
attitude, there did not appear to be a consensus between all midwives. Midwives 
trained ‘long ago’ would have received information regarding postnatal depression and 
puerperal psychosis as the topic has been covered in midwifery text books for decades 
(see chapter one).  
Despite Carol’s comment, implying younger midwives were more informed and less 
judgmental, comments by other midwives did little to back this up. Charlotte described 
her view of training: 
The only thing I would say is, thinking about it, I think midwives are 
much more hotter on recognising postnatal depression, that’s a big 
one for us, postnatal depression but depression developing in 
pregnancy I don’t think is ever thought about or discussed or anything 
else…(Charlotte, focus group 2 – NQM, line 453-455) 
Charlotte alluded to the fact that training had changed little over the years with 
postnatal depression still the main mental health disorder discussed. Considering 
midwives care for women for around six months in pregnancy and only 28 days after 
giving birth, midwives highlighted the lack of training on antenatal mental health. 
There was agreement training overwhelmingly focused on the physical health of 
mother and baby: 
…as a student I think my training didn’t fully prepare me for mental 
health and for sort of discussing mental health, I don’t feel as 
confident with mental health in comparison to the physical side of 
pregnancy. (Georgia, focus group 2 – NQM, line 128-130) 
Midwives are experts in their own field and follow the NMC Code. Referring women to 
appropriate services if needed, working within the scope of their practice using only 
skills where they have been trained, assessed and feel competent. If women present 
with reduced fetal movements or raised blood pressure, midwives know what to do, 
they follow the procedure, use their skills and knowledge to assess the woman, make 
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decisions and refer to the appropriate service if necessary. However when it came to 
women with mental health problems they felt there was no clear pathway to follow. 
Even where training had been undertaken midwives felt it had not fully prepared them 
for supporting women: 
It felt like loads of theory, facts and but I don’t think it really helps you, 
it doesn’t really help you when I’m in that situation where I am with 
somebody who’s…mentally just struggling a little bit…(Lily, focus 
group 3, line 385-387) 
This was a general view of midwives, knowing the theory was important but it was the 
day-to-day care of women which midwives were more concerned about. Their main 
requests were practical aspects of how to talk to women, to ask questions and 
information relating to medication and its side effects. 
The NQMs were asked about their training, anticipating it would be better than those 
who qualified several years ago.  
Int: …what sort of training do you think you actually had during your 
three years of midwifery training, just briefly. 
Carol: …we had a really useful multi professional day at uni… talking 
about how to refer, how to access them, we had a question and 
answer session which was really useful…we all just kind of had case 
studies and talked about what our role would be and how to tackle 
the different sort of women…(Carol, focus group 2 – NQM, line 368-
377) 
The NQMs trained in several different Health Boards and had mixed opinions in how 
prepared they felt to deal with women who presented with mental health problems. A 
similar day to the one Carol attended was provided for students in another Health 
Board but they did not find it at all beneficial, stating poor organisation.  
Formal training is not the only way to learn and 50% of students’ time is spent in clinical 
practice. Lily stated how she had gained experience:  
…I think that’s more come from experience and watching other 
people, talking to them and hearing how other people have handled 
it. (Lily, focus group 3, line 387-389) 
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Midwives’ keenness to learn about mental health was evident and other forms of study 
had been undertaken in their own time: 
…all of my knowledge is from my own personal interest in it and me 
knowing that I need to know about mental health issues…(Georgia, 
focus group 2 – NQM, line 403-404) 
Some of the midwives had opted to attend training and conferences as a way of 
gaining more experience: 
Int: Have you done anything outside your official training… 
Jayne: …we got invited to the birth trauma conference last year and 
you had to…I went and I felt like in that day, that seven and a half 
hours I learnt so much more than I ever did in my training. (Jayne, 
focus group 2 – NQM, line 428-430) 
In addition books can be purchased and free online modules relating to perinatal 
mental health are available, although none of the midwives mentioned these.  
Expectations that midwives in the specialist community team, due to the nature of their 
job, would have attended more training were unfounded:  
Int: Going onto training, has anyone had any specific training in 
talking to women about perinatal mental health or gone on any 
courses, any e-learning? 
Jane: I do the mandatory training for midwives, but myself no, (all 
laugh), but you know although I’ve worked in this scene for a long 
time I’ve picked up a lot and I do work alongside the perinatal mental 
health team so I pick up a lot from them but myself and Louise, we 
did the training and we’re going to get the perinatal mental health on 
board for midwives but that’s it I think. 
Amber: I’ve had no training. 
Louise: the only one I’ve done is the level three safeguarding with 
mental health…  
Jane: I’ve done that. 
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Louise: No, No, but it’s not actually that applicable to caring for 
women. 
Bramble: I know a couple of us have done the motivational 
interviewing training as well which is obviously a way of speaking to 
the women and encouraging change and talking you know about any 
concerns that they’ve got so that was like a two day course.  
Jane: that was years ago though (laugh). 
Lucy: I was going to say I’ve had no training. (Focus group 1 – SCT, 
line 173-202) 
The motivational interviewing had led to changes in the way Bramble had 
conversations with women, whether this had any impact on the women and their 
mental health is not known. Although the specialist community team had received 
some training, most of their education had come via working on the job and learning 
from each other with some input from the PNMHT: 
They [midwives] tend to ask us questions don’t they, you know they 
come to our team and we do some joint work with them don’t we 
sometimes. (Amber, focus group 1 – SCT, line 623-624) 
…and the mandatory you know, every midwife goes on that every 
year, it’s more of a refresher really. We’re the experts who haven’t 
had any training. (Louise, focus group 1 – SCT, line 625-626) 
Despite the limited training Louise highlighted they were providing the one hour yearly 
training for qualified midwives. Midwives noted this was the only post qualification 
training provided in relation to mental health they were aware of. 
Attempts by midwives to improve training to support women with mild to moderate 
mental health problems had led to two members from the specialist community team 
attending a course designed to be cascaded to other midwives. This was never 
completed due to the cost and midwives feeling unprepared to support women, let 
alone train other midwives. Jane described her concerns: 
…just to be left to go off and do it and you worry that you’re going to 
make women worse… (Jane, focus group 1 – SCT, line 635-636) 
Suggestions were made from several midwives about how training could be improved.  
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…I do think scenarios would be a fantastic idea and I think the same 
as we do with the PPH and shoulder dystocia associate and we know 
it just in our sleep but with mental health I would love to do that where 
we would know from start to finish what to do with women with mental 
health issues. (Georgia, focus group 2 – NQM, line 470-409) 
Understanding how to assess and support women’s mental health was a major issue 
discussed by midwives, citing a lack of training. Even with the training provided, 
midwives felt there were inadequate resources to support women who have mental 
health problems. 
Support services – ‘women with mild and mild to moderate anxiety or depression 
are often left with very little resources to access’  
The previous theme mentioned referral to the PNMHT for women with severe mental 
health conditions. Even so midwives will still be providing some care during the 
perinatal period supported by the team. 
Midwives were asked if they knew of any services they could refer women to if they 
were not eligible for referral to PNMHT but felt the woman required more support than 
they themselves could provide. For mental health problems this was often to primary 
health care services, which appeared to depend on geographical location. Anna 
described some services she was aware of:  
If you’re in a large practice there may be some mental health nurses 
who actually work one day a week to see the general public mental 
health needs…as midwives we are able to make a referral to them… 
but that’s only if you’ve got a very large practice…(Anna, focus group 
3, line 249-253) 
Sometimes women decline referral. Midwives described how they felt unsupported and 
were unsure how they could provide support themselves:  
Mod: What sort of gaps do you see? 
Louise: For example I went through our referrals yesterday, I had a 
referral for a lady, her mood is lower, she’s progressing through the 
pregnancy but she declines medication and she declines counselling 
and she declines seeing her GP…  
Int: What do you do then, yeah, okay. 
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Louise: As a midwife how are we meant to make that better when 
we’ve had no training, the mental health services for pregnancy won’t 
necessarily take her to support us so we’re kind of sometimes 
managing these ladies with no mental health input. (Louise, focus 
group 1 – SCT, line 379-381) 
Although an extreme example of someone who declined several services, it is the 
midwife who continues to provide support throughout the perinatal period. It was clear 
from the field notes midwives were enthusiastic in supporting women’s mental health 
but did not feel confident in knowing what to do if women disclosed a problem. 
Midwives frequently described their frustration at not being able to provide care for the 
women themselves and did not always want to refer them to another service: 
I think that’s it, I think midwives are generally really good at talking to 
women, building rapport and gaining trust and things like that we’re 
great at that but it’s not being able to act on it and it’s really frustrating 
to just say oh just go see somebody else because we don’t do that 
with anything else, yeah we deal with it ourselves as midwives but 
with mental health we don’t really seem to have any toolkits apart 
from saying to go elsewhere. (Charlotte, focus group 2 – NQM, line 
225-229) 
There are some services for specific mental health problems. A recent addition in 
services to support women’s mental health has been set up specifically to deal with the 
increasing number of women who revealed the birth experience has left them 
traumatised. The need for the service is clear, the Birth Afterthoughts service is run by 
midwives but support from the PNMHT is absent: 
…psychology and the perinatal mental health team were keen to get 
involved in that but it wasn’t evidence based…they said if you open 
up that little can of worms it’ll turn into a terrible can of worms. (Jane, 
focus group 1 – SCT, line 646-648) 
The services are being used, although information is not always getting to the women 
who could benefit from the sessions The session is designed to take place six to eight 
weeks after the birth, using the three steps rewind technique, which includes hearing 
the woman’s story, relaxation and responding differently to any negative thoughts 
around the birth. 
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A suggestion was ‘debriefing’ women straight after the event would be more 
appropriate. Several midwives discussed the expectation that they should ‘debrief’ 
each woman in the postnatal period: 
I think some evidence has shown that actually debriefing when you’re 
forcing women to relive what they went through can actually be 
harmful. (Lucy, focus group 2 – NQM, line 319-320) 
Space is provided in the postnatal notes where the midwife can document the 
conversation. No advice has been given to midwives on the timing and discussion of 
this practice.  
For general mild to moderate mental health problems, there were examples of 
resources which had been developed to assist midwives in making decisions about the 
best source of support: 
That’s one of the questions I ask and I got that from the flow chart 
that you [Jane, specialist community team] sent me, it really helped. 
We were all given flow charts to know whether they’re pregnancy 
related. 
So we sort of look at the referral and sometimes we refer back to the 
generic midwife get the GP to see this lady, there’s counselling 
services in the GP, there’s third sector agencies and obviously the 
apps we use, we’ve got a list of apps that we can give to women on 
the internet so they can be able to sort of self-help really, mindfulness 
and things like that which has been given to all community 
midwives...(Amber, focus group 1 – SCT, line 120-124) 
Amber appeared to be aware of many services available to women yet this list of 
information and referral pathway did not appear to have been disseminated to other 
midwives. Jane who provided the annual training for midwives explained the resources 
she had sent out:  
Jane: …through mandatory training I’ve been and I’ve said have you 
had the email about and some of them say yes and some say no so 
it’s just about filtering it through, getting it through to people…But 
yeah we’ve tried. 
Int: See how many people are seeing it. 
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Jane: Yeah. 
Mod: A lot of people out there who haven’t. 
Jane: To be honest there are a lot of emails. (Jane, focus group 1 – 
SCM, line 580-588) 
The increasing number of emails received by midwives, lack of time to read them and 
inboxes which fill up quickly has resulted in useful information being missed.  
Most midwives were aware they could refer women to the general practitioner, yet even 
this has problems. Midwives suggested general practitioners are often quick to give out 
medication:  
You know also if, certainly in my experience your GP is very quick to 
go for the medical route…here we go have an antidepressant to help 
you with this situation and it can be quite often without the extra 
support and all the talking therapy but because that’s expensive and 
there’s a longer waiting list, it’s a pathway they can go down. (Sara, 
focus group 3, line 206-209) 
Conversely several midwives noted general practitioners suggest women stop 
medication during pregnancy due to confusion over its effects on the baby. NICE 
guidelines suggest general practitioner referral for advice, which is where midwives 
refer women, yet appropriate consistent care may not be provided.  
An example of good practice was given, where a general practitioner and midwife had 
a plan of care to support a woman. Previously she had postnatal depression which 
deteriorated after her last baby and it had taken two weeks to get an appointment with 
the general practitioner: 
…this woman every pregnancy took herself off of her antidepressants 
but this midwife spoke with the GP and they made it so that this 
woman had a prescription ready as soon as she went home so that 
she would then start, she didn’t have to then, you know if she went 
home in the middle of the night she would start her medication as 
soon as she got home or she would bring it into hospital with her and 
take it straight after she’d had the baby…(Unknown, focus group 2 – 
NQM, line 210-215) 
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Working together, the general practitioner and midwife ensured a suitable plan was 
made for the woman and enabled her to take control of the situation. 
Knowledge of other services for women was limited, noting mental health received poor 
support compared to physical health in pregnancy:  
I think it’s just underfunded and underrepresented and it’s so 
common yet there is very little investment in it because it’s very hard 
to measure the productivity of supporting mental wellbeing and it’s 
not seen as a priority in our maternity care really. (Anna, focus group 
3, line 471-473) 
Pregnancy surveillance indicators measure and assess outcomes in each Health Board 
in Wales (Public Health Wales Observatory 2017). These include breastfeeding rates, 
number of caesarean sections and now include mental health. Only rates of women 
who have existing mental health problems and a care plan in place are included. 
Therefore the majority of women with mental health problems are not accounted for 
and provision of services difficult to justify. 
Midwives were asked if they had noted any other services or support. One midwife 
noticed women with a leaflet regarding an ‘app’ for general use containing mindfulness 
techniques:  
Int: Specifically for pregnancy or just for general   
Lily: General, yeah but it was quite specific saying that you put in 
your data… and you track them and it comes up with like mindfulness 
techniques…and it would give you little YouTube videos and so it 
was like that so it was a kind of like self-help…(Lily, focus group 3, 
line 315-318) 
Midwives were not sure where the information about the app had come from. There 
was disagreement among the midwives about its suitability. Apps for the general 
population may not work for women in the perinatal period:  
…I didn’t like the app I’m really sorry, I just, I found this postnatal 
woman who was struggling and tiredness…I just don’t think they’d 
have used it…(Lottie, focus group 3, line 323-326) 
Apart from the birth trauma clinic midwives stated they were not aware of any other 
services to support women’s mental health. Whereas there are services for weight 
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reduction, food choice and breastfeeding support, all of which are encouraged and 
facilitated by health professionals within the local health service.  
Suggestions for support for women were recommended by several midwives: 
… an outreach service…one of the things about mental health is that 
people aren’t likely to reach out necessarily are they…Or a maternity 
specific mental health helpline. (Carol, focus group 2 – NQM, line280-
284) 
I think what would be good is that we have, how we prioritise mental 
health as well because we have drop in clinics for yoga or we have 
drop in clinics for different things that women can do in pregnancy 
and a drop in clinic for mental health would be really good. (Lucy, 
focus group 2 – NQM, line 269-271) 
Lily commented on a clinic in Sweden which some of her fellow students had visited on 
placement during training: 
…they had this midwife there they called her the aura midwife and 
sounds airy fairy but the women would come and just to talk, talk 
about how they were feeling, like I’m really anxious about this, I want 
to talk about this, similar like you have schools you know the drop in 
counselling clinic… (Lily, focus group 3, line 511-514) 
The service was run in the hospital and facilitated by a midwife. It was run alongside 
the antenatal clinic to avoid the stigma of going to a separate counselling service. Lottie 
suggested the service need not require health care staff to facilitate them, in a similar 
way to peer supporters who help women with breastfeeding, reducing the cost 
implications. 
Providing training for midwives and services for women were seen by all midwives in 
the focus group as the areas most in need of improvement. 
Louise sums up the issues: 
Int: Thank you very much, is there anything else when you read the 
information you thought might come up that you want to share about? 
Louise:  There’s still just a lot of work. 
Int: …you mean to improve the services… 
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Louise: The training for midwives, to improve services for women. 
(Louise, focus group 1 – SCT, line 616-620) 
In summary theme three reviewed midwives’ concerns in caring for women’s mental 
health. They felt they lacked the skills and experience to assess and support women’s 
mental health, especially in comparison to physical health. There did not appear to be a 
link between attitudes, experience or quality of training and length of time as a qualified 
midwife.  
Midwives expressed their desire to support women and gained most of their knowledge 
in an informal way by working with or asking other midwives for advice, rather than 
formal training. Even the midwife who provided training was not trained herself. 
Little understanding of available provision for women with mental health problems left 
midwives struggling to know how to support them. Physical health of mother and baby 
took priority over women’s mental health, with services to support breastfeeding and 
healthy gestational weight gain. Apart from the Birth afterthoughts clinic, midwives were 
not aware of other services available for mothers with mild to moderate mental health 
problems.  
6.5 Summary 
This chapter described the recruitment and data collection for the midwives’ phase of 
the study. Questionnaires were completed by 145 midwives relating to their knowledge 
skills and training of perinatal mental health. Focus groups with 15 midwives expanded 
on the findings from the survey phase. Overall the number of years since qualifying 
ranged from newly qualified to 36 years in practice. Midwives worked in both clinical 
and managerial positions within the hospital and community.  
As the primary carers for women in the perinatal period midwives are ideally placed to 
support both the mental and physical health of mother and baby. Findings from the 
questionnaires and focus groups suggest midwives were keen to support women but 
lacked confidence discussing mental health. They were afraid initiating a conversation 
would make circumstances worse and subsequently would not know how to deal with 
the situation should an issue arise.    
The majority of midwives stated they did assess women’s mental health using women’s 
history and by observing behaviour. None of the midwives mentioned using formal 
tools to assess women’s mental health, preferring to use questions depending on the 
individual situation. Inconsistencies in asking questions were acknowledged. Barriers to 
assessing women’s mental health were time constraints at appointments with priority 
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given to the physical assessment of mother and baby. Additionally continuity and 
relationship building were thought important for women to feel confident disclosing 
mental health problems and enable midwives to acknowledge changes in women’s 
demeanour.   
General practitioners and PNMHT were the main referral sources for midwives, with 
little knowledge of other support services. However midwives voiced concerns about 
the long wait for treatment and shared frustration when trying to access specialised 
care due to changes to PNMHT referral criteria. Encouragingly women accepted by 
PNMHT are looked after for a year after birth. The only other service mentioned by 
several midwives was the birth trauma clinic. Other avenues of support were not as 
well known. Primarily it was midwives in the specialist community team who were 
aware of a number of options for extra support but this had not filtered out to the 
majority of midwives.  
Midwives reported experience of supporting women with anxiety and depression but 
lacked confidence when women presented with severe mental health problems, which 
were often combined with complex social issues. The lack of understanding and 
confidence could be a reason for negative behaviour directed towards women with 
mental health problems. Women themselves lacked knowledge, leading to unresolved 
issues and stigma resulted in women hiding their condition. 
Unanimously midwives stated they had not received enough training to assess and 
support women’s mental health. NQMs expressed concern that the majority of their 
training had been in relation to the physical care of mothers and baby. Postgraduate 
training was mainly seen as the one or two hour mandatory training received each year 
from the specialist community team. A few midwives had felt the need for further 
training and had found their own source whereas the majority had relied on mandatory 
yearly in-service updates. Not all agreed it helped their clinical practice. Suggestions 
for training included the practical aspects of supporting women, such as how to ask 
questions. Experience was gained mostly through clinical experience. Midwives in the 
specialist community team expressed more confidence even after similar training, 
suggesting it was the experience of looking after women which provided the knowledge 
and skills. In addition they had built up a list of resources, frequently asked questions 
and supported each other.  
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Chapter seven – Discussion  
7.1 Introduction 
This study adds to the growing body of literature concerning adverse perinatal mental 
health, an important topic associated with potential long-term negative consequences 
for women, children, families and society. The aim of the study was to understand the 
prevalence of mental health problems in pregnancy and their relationship to maternal 
sociodemographic characteristics, self-efficacy and support networks. The study also 
aimed to provide an overview of women’s experiences of mental health problems, 
barriers to accessing support and to understand the experiences of midwives who 
support them. The purpose was to contribute to the knowledge relating to needs of 
women with perinatal mental health problems, particularly among women who do not 
meet the criteria for referral to PNMHT. As all women receive midwifery care during the 
perinatal period, understanding midwives’ experience of providing care will help inform 
training and service provision, which in turn might help reduce the burden of poor 
perinatal mental health.  
In this final chapter an overview of the study is provided. Discussions pertaining to the 
study’s findings in relation to existing literature included the prevalence of perinatal 
mental health problems and women and midwives’ knowledge around the topic. The 
experiences of women and midwives in relation to perinatal mental health consider 
service provision and access to support. Midwives’ understanding and readiness to 
support women’s mental health, including training opportunities are presented.  
The discussion highlights the study’s unique contribution to perinatal mental health 
research. This is the first study to assess the prevalence of mental health problems in 
early pregnancy in a South Wales Health Board. The timing of the interviews and the 
use of timelines represent novel approaches to data collection in this area of study and 
concurrent data collection with women and midwives to describe experience of 
receiving and delivering care in the same NHS organisation has not previously been 
undertaken. Findings also point to a difference between this more representative cohort 
of women and previous research among low sociodemographic groups. In this study a 
lack of control and need for information were related to increased anxiety as opposed 
to social and economic issues.  
Recommendations for practice and further research are provided, study limitations 
explored, and plans for dissemination are described. 
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7.2 Overview of the study 
A questionnaire was completed by 302 consenting women in early pregnancy providing 
data relating to their mental health, socioeconomic characteristics and support 
networks. Over half (53.6%, n=152) lived in the least deprived areas served by the 
Health Board and three quarters were employed (78.8%, n=238). A high proportion of 
women completing the questionnaires had qualifications above degree level (53%, 
n=160), slightly higher than the 50.2% of 17-30 years olds attending university in 
2017/18 (Kershaw 2019). Of these women 22.8% (n=69) had postgraduate 
qualifications; perhaps an indication of the government encouraging young people to 
stay in full time education. The majority identified as British (87%, n=263) possibly due 
to the inclusion criteria stating women required sufficient spoken and written English to 
complete the study questionnaire and be interviewed in English. The majority of women 
reported their ethnicity as White (84%, n=254). This was in contrast to previous studies 
which have primarily focused on experiences of poor perinatal mental health amongst 
women in minority groups such as black Caribbean women (Edge 2010) or those living 
in areas of social deprivation (Jesse et al. 2008; Kopelman et al. 2008; Raymond 2009; 
Raymond et al. 2014).  
A subset of 20 women with EPDS ≥7 or GAD-7 ≥5, was interviewed after 34 weeks 
gestation. Recollection of a smoking habit during pregnancy (Pickett et al. 2009) and 
the events of childbirth have a reported degree of accuracy, yet negative events in 
pregnancy have been reported as being perceived as more negative over time 
(Waldenström 2003). Literature on the accuracy of memory recall in relation to mental 
health and emotions, not related to significant events, was not found. Interviews were 
conducted during pregnancy to explore women’s recent experiences, without being 
influenced by childbirth. This was in contrast to previous studies where data were 
mostly collected during the postnatal period, sometimes several years after the birth 
(Edge 2006; Bennett et al. 2007; Raymond 2009; Byatt et al. 2013c; Henderson et al. 
2018), giving a clearer indication of their experiences and needs of living with mental 
health problems during pregnancy. 
The majority of previous literature focused on exploring women’s experiences of 
postnatal depression or severe mental health problems among women already 
receiving support (Bennett et al. 2007; Kopelman et al. 2008; Habel et al. 2015; Higgins 
et al. 2016b). In contrast this study placed an emphasis on interviewing women with 
mild to moderate anxiety and depression symptoms in pregnancy who were not 
receiving support from the PNMHT. Women who took part in the interviews had 
different social experiences and feelings about pregnancy. Some were pregnant for the 
first time, several shocked by unplanned pregnancies and others excited but also 
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anxious after long awaited pregnancies. Four women recruited for interview, based on 
their EPDS and GAD7 early in pregnancy, no longer had symptoms of anxiety and or 
depression when measured immediately prior to the interview. It cannot be known how 
many women who screened negative in early pregnancy later developed anxiety or 
depression. Other mental health problems were disclosed by women at interview 
including, OCD, panic attacks and anorexia. This provided an ideal opportunity to 
explore the experiences of women with a range of mental health problems. 
Midwives are the prime carers for women during the perinatal period. For this study 
questionnaires were completed by 145 midwives. To further understand their 
experiences of supporting women’s mental health, focus groups were conducted with 
15 midwives to explore areas raised in the midwives’ questionnaires and women’s 
interviews. Midwives’ experience ranged from newly qualified to 36 years, offering an 
opportunity to consider if experience alters perception and confidence in supporting 
women’s mental health. Previous literature focused on assessing midwives’ experience 
has been conducted with student midwives (McCann and Clark 2010; Jarrett 2014; 
Phillips 2015; Davies et al. 2016; Higgins et al. 2016a; McGookin et al. 2017) or 
focused on reviewing training packages for maternity health care professionals (Ross-
Davie et al. 2007; Gawley et al. 2011; King et al. 2012).  
7.3 Prevalence of mental health problems 
Prevalence of mental health problems was obtained from the women’s questionnaires 
(n=302) and anonymised data extracted from the maternity information system. This 
related to all women booked for care at the local Health Board between 1st June 2017 
and 31st May 2018 (n=6312), which included study participants. Previously prevalence 
rates of mental health disorders (10-30%) have been noted in the perinatal period 
(Priest et al. 2008; Ayers and Shakespeare 2015; Marcano-Belisario et al. 2016). Data 
from the questionnaires indicated 32.5% (n=98) of women had a history of one or more 
mood disorders, compared to 23.6% (n=1490) in the booking population and 30% 
(n=92) in the Grown in Wales study conducted in the same hospital as this study in 
2016 (Janssen et al. 2018). Reasons for higher reported mental health history among 
study participants might be increased recognition of mental health and women with 
mental health problems being keen to share their experiences. In addition under 
reporting mental health history during the maternity booking appointment may have 
occurred as this is not the specific focus. As in other studies (Janssen et al. 2018) 
anxiety and depression symptoms assessed on the EPDS and GAD-7 from the 
booking questionnaires were significantly correlated (rs =0.75, p<0.001). 
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A larger proportion of women (22%, n=67) in this study completing the questionnaire 
reported a history of anxiety compared to the booking population (12.8%, n=810). The 
questionnaire asked if women had previous mood disorders whereas questions at 
booking clinic are based on tick boxes in the All Wales Maternity Record, for example, 
anxiety or depression. Possible explanations were women’s reticence to share 
information which would be documented in their NHS records whereas information 
disclosed on the questionnaire would not influence their care. It is unlikely due to the 
high proportion of participation that selection bias was an issue. The rate was also 
higher than the Grown in Wales cohort which indicated 8% (n=7) of women reported a 
history of anxiety and a further 11% (n=10) anxiety and depression (Janssen et al. 
2018).  
In this study some women at interview explained how early pregnancy was an 
emotional time due to an unexpected pregnancy, and excitement for others combined 
with the worry of miscarriage. Although only a small sample (n=20) this is consistent 
with previous research and an indication of physical symptoms of early pregnancy such 
as nausea and the worry of miscarriage may increase the chance of anxiety (Matthey 
et al. 2013b). This could account for the higher levels of reported anxiety in this study 
compared to the Grown in Wales study, who recruited women in late pregnancy. Rates 
for depression were similar for both groups (Janssen et al. 2018). 
In contrast to self-reports by women at booking, the EPDS and GAD-7 screening tools 
indicated lower rates of anxiety (8.3%, n=25) and depression (8.6%, n=26). Possible 
reasons include women with a previous diagnosis being well at the time of 
questionnaire completion, or because women with mild symptoms were not identified 
due to the cut off scores which indicate moderate anxiety and depression. As with 
many conditions anxiety and depression exist along a continuum and it may be difficult 
to determine an exact level when a condition has a detrimental effect and requires 
support. This necessitates continuous monitoring of mental health, similar to 
assessments of physical health. 
7.4 Challenges to women’s mental health   
During interviews with women, as well as exploring their knowledge of mental health, 
opportunity was provided to share experiences of living with mental health problems 
over the trajectory of their life, to assess changes. Timelines have not been used for 
this specific purpose before in a pregnant population. They have previously been used 
to map substance misuse (Berends 2011) or used during pregnancy as an aid to 
discuss major life events in relation to infant feeding (Grant et al. 2019).The timeline 
provided a visual stimulus to pinpoint how women’s moods changed at different stages 
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from childhood, through pregnancy and looking to the future with their newborn baby. 
In the interviews it was evident several women had obviously reviewed the timeline and 
related their life story from childhood to the present day. Another woman reported how 
the timeline had made her think specifically about her mental health over time. The 
timeline gave a focus to the interview for both woman and researcher and provided a 
unique opportunity to uncover aspects which may trigger mental health problems.  
Consistent with this study, it has been reported women regard the cause of their poor 
mental health as fluctuations in hormones (Boots Family Trust Alliance 2013; Staneva 
et al. 2017), living up to unrealistic expectations, work pressures (Boots Family Trust 
Alliance 2013) and changes in physical health (McKillop et al. 2010; Prescott and 
Mackie 2017). In the interviews women described physical symptoms as aggravating 
their mental health, hence health care professionals should be vigilant and assess 
women’s mental health when presenting with physical concerns. Women also reported 
busy lives especially for women who had children, leaving little time to rest which 
affected their mental health. Pregnancy involves a shift in responsibility and change in 
lifestyle resulting in anxiety for some women. Anxiety has been described as a normal 
emotion, often felt when anticipating an event (Dotson et al. 2017) and anxiety specific 
to pregnancy as a unique and distinct condition (Henderson and Redshaw 2013) often 
linked to fear of labour and childbirth. Understandably some issues faced by women 
were the same as the general pregnant population. However in the interviews, for 
women with anxiety, such as Jackie, the issues became more pronounced. When 
provided information regarding her baby’s movement, rather than the information 
reassuring her she became distressed by the link with stillbirths. 
Gwenda in the interview recalled how she had been upset by pictures on social media 
showing active pregnant women. Relating how it made her feel frustrated due to 
tiredness and the physical effects of her growing baby, resulting in her becoming less 
active. Feelings of frustration and comparison with others were discussed, conversely 
none of the women reported body image in pregnancy issues identified in the literature 
(Staneva et al. 2017). Exercise was described in the interviews as a way woman 
improved their mental health and therefore being unable to continue activities such as 
running led to frustrations and decreased mood, as reported by Staneva et al. (2017). 
An unexpected finding was the feeling of guilt mentioned by several women, four 
related to partners and household tasks and their inability to physically continue in their 
usual role. Several issues causing a change in mood could be related to a lack of 
control over pregnancy, which has been suggested as the biggest concern with 
pregnancy related anxiety (Bayrampour et al. 2016) and noted in this study. Lack of 
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control over pregnancy led to women searching for information to ensure they 
understood every aspect of pregnancy. 
In order to have control during childbirth, a request was made by Karen for an elective 
caesarean section. Previous negative experience of giving birth has a strong 
association (aOR 7.6, 95% CI 3.8-15.2) with fear of childbirth and a preference for an 
elective caesarean section (Storksen et al. 2015). This study adds to these findings, in 
Karen’s case, it was not fear due to a previous birth, as she was nulliparous, it was the 
experience of negative outcomes of birth due to her clinical background which led to 
her fears. Similarly Becky, also nulliparous, expressed a severe fear of childbirth from 
being exposed to her sister’s experience of birth. In previous studies an unaddressed 
fear of birth can lead to negative birth experiences (Storksen et al. 2015) which in turn 
are associated with postnatal depression (Bell and Andersson 2016). Indicating 
discussions around birth should be universal to detect underlying concerns and provide 
support to consider options for birth.  
It is not always the safety of the baby that is the trigger for requesting an elective 
caesarean section. The increase in safety of operations and knowledge of poor 
outcomes of vaginal births, fear of childbirth and being in control are all reasons for the 
global increase in requests (O'Donovan and O'Donovan 2018). However, these need to 
be balanced against possible complications and implications for future pregnancies and 
increased risk of admission to neonatal intensive care unit (National Institiute for Health 
and Care Excellence 2019). Women receiving an elective caesarean section are at 
increased risk of hysterectomy (aOR 3.38, 95% CI 1.73-6.59), admission to intensive 
care unit (aOR 2.27, 95% CI 1.89-2.73) uterine rupture in subsequent pregnancies, 
blood transfusions (aOR 2.11, 95% CI 1.79-2.48) compared to spontaneous vaginal 
birth (D'Souza 2013). In contrast the Lancet series ‘Optimising caesarean section use’, 
reviewed the risks of caesarean section and concluded there was a reduced risk of 
urinary incontinence in primiparous women giving birth by caesarean section (OR 0.56, 
95% CI 0.45-0.66) and pelvic organ prolapse (OR 0.29, CI 0.17-0.51), compared to 
vaginal birth (Sandall et al. 2018).  
All women who receive a caesarean section are given antibiotics prior to birth and new 
but disputed studies have assessed the effect of microbial colonisation, suggesting a 
reduction in beneficial microbiome (Sandall et al. 2018). A study comparing neonatal 
outcomes of planned caesarean section showed neonatal admissions remained lower 
and meconium passage higher in the planned vaginal group (Geller et al. 2009). There 
are also cost implications for health services, including extra staff and bed occupancy. 
Risks and benefits of an operative birth are explained and consent gained; in contrast 
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the risks of a vaginal birth are not discussed in the same way. This was highlighted in 
Montgomery V Lanarkshire Health Board. Information on the risks of proceeding with a 
vaginal birth with a large baby were not discussed and subsequently complications 
during the birth led to the baby born with severe disabilities (Term 2015).  
NICE (2019b) recommend women requesting a caesarean section without medical 
indication should be provided with a discussion to ensure they are aware of the risks 
and benefits. If the request is related to anxiety, women should be offered expert 
perinatal mental health support to address anxiety prior to the birth. If after discussion, 
a vaginal birth is still not acceptable then they can be offered an elective caesarean 
section. In practice women are often not offered specialist mental health support, even 
if they have some measure of anxiety. Rejecting the request for an elective caesarean 
section without support for women with severe pregnancy related anxiety has been 
shown to result in a negative view of subsequent childbirth (Waldenström et al. 2006). 
Although clinically indicated caesarean sections at a rate of 10%, reduce maternal and 
infant mortality and morbidity, higher levels do not equate to reductions in maternal and 
newborn mortality rates (World Health Organisation 2018). Obstetricians may decline 
an elective caesarean section due to pressure to reduce the rates.  
Unsurprisingly there were several instances where women’s anxieties increased after 
health professionals informed women of pregnancy complications. Sally was given a 
diagnosis of GBS colonisation in pregnancy and Tara informed her baby was lying in a 
breech position. Both considered the verbal and written information provided 
insufficient for them to confidently understand the implications and left them wondering 
about their choices. Unable to ask questions results in feeling uninvolved, uninformed 
or not listened to (Henderson et al. 2018) increasing anxiety. Natalie in the interview 
expressed concern after an USS to check the growth of her baby. The comment from 
the doctor stating everything was fine, for her was not enough. She wanted to 
understand exactly what the measurements were and be given a chance to ask 
questions. In this instance it was Natalie’s work situation in a data driven industry that 
led her wanting to know more, not an underlying mental health problem.  
This study adds to the literature describing women’s experiences of unplanned USS for 
fetal growth or presentation. Previous literature focused on women’s experiences and 
perception of USS for the purpose of routine screening (Molander et al. 2010). All 
women are offered booking and anomaly USS and these have been part of antenatal 
care for decades. There was a sense of women only being convinced they were 
pregnant after the first USS. Women, though expressing some anxiety prior to the 
routine USS, left feeling reassured. Even though reassurance was provided Tara and 
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Natalie left feeling even more anxious, with unanswered questions. Furthermore, 
undoubtedly USS are important to assess fetal wellbeing, but there appeared to be an 
expectation by women that if they report a problem in pregnancy an USS was the only 
way to assess their baby’s wellbeing.  
Communication is obviously important for all women but even more so for those with 
mental health problems as they have been shown to perceive staff interactions as poor 
and are more anxious about birth (Henderson et al. 2018). Providing information and 
an opportunity to ask questions, whether women have a mental health issue or not, 
might reduce stress and concerns. Gauging how much information is required is often 
difficult and issues that may seem trivial to some people are a major cause of concern 
for others. In this study Jackie who had a history of anxiety had many questions in 
pregnancy, causing increased anxiety and became almost obsessed with the contents 
of the bag to take into hospital for the birth of her baby. Extra time for questions 
especially for women in their first pregnancy, or with mental health problems, might 
help reduce some of their concerns and lower anxiety.  
Another trigger for women’s mental health was attitudes of others. Karen was upset by 
the way healthcare professionals and general public assumed because she was 
pregnant, she must be happy. This was not the case and Karen remained extremely 
anxious throughout her pregnancy due to the fear of something going wrong, indicating 
the need for health care professionals and general public to be sensitive and not make 
assumptions. There is evidence to suggest women were often reluctant to admit feeling 
stressed at a time society perceives as happy (O'Mahen and Flynn 2008).  
7.5 Knowledge of perinatal mental health  
The study interviews with women found some participants either not understanding 
they were symptomatic, or not wanting to allude to problems with their mental health. A 
previous large study reported 28% of women hid their symptoms and 46% were not 
honest about their mental health problems when talking to health care professionals 
(Boots Family Trust Alliance 2013). This suggests information gathered at booking 
could contain lower rates of mental health problems than there actually were. In 
addition disclosing mental health problems in a first visit with unfamiliar staff could 
result in artificially low rates (Viveiros and Darling 2018). This emphasises the need for 
questions at each visit and continuity to assist mental health assessments. 
Stigma has long been known to reduce openness about mental health, an issue 
highlighted in the interviews. Emma and Laura explained how they were careful about 
who they spoke to regarding their mental health with Emma recalling how she had 
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heard her employer talk negatively about staff with mental health problems. Olivia felt 
even close family were not always aware of the impact of poor mental health, as 
reported previously (Jesse et al. 2008; Staneva et al. 2017). In contrast women were 
keen to join this study and stated it an important topic. It is possible the use of words 
moods and emotions in the participant-facing documents led to women feeling 
comfortable with the topic, as suggested in the literature (Jesse et al. 2008). Most 
women in the interviews were aware this study related to mental health. Perhaps 
discussing the subject with a health professional was easier knowing the conversations 
were confidential as opposed to when speaking with family, friends and colleagues. 
In an effort to break down barriers and stigma there has been a recent rise in media 
attention discussing mental health problems. This has focused on positive stories 
regarding general mental health (Regan 2018). A campaign to raise awareness around 
perinatal mental health was led by the Maternal Mental Health Alliance, intending to 
increase knowledge and understanding and improve services (Granville et al. 2016). 
As well as the stigma preventing discussions a lack of knowledge around mental health 
was evident. In keeping with the literature (Boots Family Trust Alliance 2013) the 
majority of women had heard of postnatal depression and some knew about the ‘baby 
blues’ but their understanding around mental health during pregnancy was limited; 
several women acknowledged they had not considered mental health problems could 
occur at this time. Only one woman interviewed mentioned reading about antenatal 
anxiety, she had also seen a storyline about puerperal psychosis aimed at increasing 
people’s awareness of severe mental health problems. Lower rates of help seeking 
have been reported where there is minimal understanding around mental health 
problems (Sambrook Smith et al. 2019).  
Becky in the interview explained she had attended a course in ‘Mental Health First Aid’ 
in work and how this had improved her knowledge and given her the tools to recognise 
and ask questions. Laura described how looking back she might have had mild 
depression after the birth of her previous child; had she known the signs and 
symptoms, she might have sought advice from her health visitor. This is in keeping with 
the literature, in a large (n=1500) national survey one in 10 women did not recognise 
their symptoms as an issue and suggested the first step to getting better was knowing 
there is a problem (Boots Family Trust Alliance 2013). NICE (2019) recommend 
informing women of postnatal blues and postnatal depression but not about antenatal 
mental health problems, surprising, knowing the negative effect of poor mental health 
in the antenatal period. It would be unwise to send women away with a list of negative 
consequences to poor mental health and advise them to stop worrying. Providing 
information on mental wellbeing in early pregnancy and increasing women’s 
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understanding of particular symptoms such as prolonged low mood would be beneficial 
and in line with recent recommendations (Welsh Government 2019a). Signposting to 
free online resources such as ‘Enjoy Your Bump’ from MIND Cymru or Living life to the 
full website (2019) provides information specifically for mental health and wellbeing 
during pregnancy.   
In the focus groups midwives described how women were afraid of discussing their 
mental health, fearing their baby might be taken away; they altered their medication 
themselves during pregnancy to avoid having to go back to their general practitioner. In 
a nationwide survey of 1,500 women suffering with a range of mental health problems, 
25% were so worried about their baby being removed they hid the fact they were 
struggling (Boots Family Trust Alliance 2013). Similarly, the media ran a story about 
journalist Anna Ceesay, a public figure who had kept her feelings of depression quiet in 
pregnancy because she was afraid her child might be taken away from her (BBC 
2019). The inference social services will remove the baby could be due to the women’s 
misunderstanding of perinatal mental health problems. Alternatively fear could be due 
to paranoia from a mental health problem. Reluctance to disclose problems with mental 
health reduces the chance of support, with potential harm to mother and baby. 
Misunderstanding mental health does not just relate to pregnant women and the 
general public. A recent survey of women (n=1738) or partners (n=241) of women with 
mental health problems in England rated support from health care professionals as 
poor (Healthwatch England 2019). Midwives in this study cited a lack of skills and 
knowledge leading to a fear of looking after women with mental health problems. 
Evidence provided by the Royal Colleges of, Midwives and General Practitioners, 
Institute of Health Visiting, third sector and Health Boards in Wales, all recognised a 
lack of knowledge and confidence amongst health care professionals, suggesting they 
are not able to detect and support women with early signs of poor mental health 
(National Assembly for Wales 2017).  
Experience through clinical practice did not appear to improve awareness; two NQM 
commented older midwives were less understanding and knowledgeable, suggesting 
training and practice in the past has not equipped midwives to support women’s mental 
health. Carol, a NQM, suggested even the most ‘amazing’ midwife she worked with 
was not alert to the signs of postnatal depression implying training, not experience, was 
the issue. Not all midwives concurred with this belief. In this study only seven midwives 
(4.8%) thought women’s mental health needs went unnoticed under midwifery care, the 
majority suggesting they were either recognised (49.0%, n=71) or sometimes 
recognised (44.8%, n=65). Most midwives (82.8%, n=120) indicated they would make 
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some sort of mental health assessment at least 50% of the time, and 48.3% (n=70) 
reported they would assess every time. Experience gained by midwives in the 
specialist community team improved their confidence. Having a specialist team care for 
women with complex backgrounds, including mental health problems is beneficial for 
women (Witcombe-Hayes et al. 2018). Yet this leaves the majority of midwives without 
experience of caring for women with severe mental health or complex needs, resulting 
in feeling uncomfortable and not knowing how to handle such situations. 
Midwives were overwhelmingly keen to support women with mental health problems 
acknowledging it part of their role but also indicated their peers were ‘sometimes out of 
their depth’. This might explain the negative attitudes and derogatory language from 
some midwives overheard by women in hospital. The poor understanding and 
insecurities were mainly in relation to caring for women with severe mental health 
problems and complex needs. This is consistent with previous literature, where women 
and student midwives reported negative attitudes by qualified midwives towards 
women with severe mental health problems (Jomeen et al. 2009; Lees et al. 2009; 
Hauck et al. 2015). A study using the same midwives’ questionnaire identified more 
than 60% of midwives’ colleagues had a negative response towards, or avoided 
women with, mental health problems (McCauley et al. 2011). Reassuringly, 
questionnaires completed by midwives in this study described their colleagues as 
‘mostly’ tolerant (75.2%, n=109) and helpful (71.5%, n=103), rarely ignoring (75.2%, 
n=109) avoiding (62.0%, n=91) or spending less time with (75.2%, n=109) women with 
mental health problems. When asked if midwives understand women with mental 
health problems only 55.9% (n=81) of midwives stated mostly and a further 41.4% 
(n=60) stated sometimes.  
Use of medication for perinatal mental health disorders was another issue discussed by 
midwives. Louise a specialist midwife described how guidelines in the hospital led to 
some women wanting to stop their medication. Women are informed of the need to 
stay in hospital for observations on their baby to check for symptoms of withdrawal 
such as breathing difficulties and poor feeding. This made women feel guilty that they 
must be causing their baby harm. Discussing the risks and benefits of taking 
medication for mental health problems with women is suggested by NICE (2014). 
Midwives are trained to be knowledgeable about common drugs used in pregnancy but 
as indicated in the focus groups they had insufficient knowledge about medication for 
mental health disorders and therefore referred women to their general practitioners for 
advice. However it appeared some general practitioners also lacked knowledge and 
had discontinued women’s medication in pregnancy leaving women confused, with 
possible deterioration in their condition. Previous studies have reported similar issues 
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with health care practitioners (Byatt et al. 2012b) and some general practitioners 
(Bennett et al. 2009) lacking knowledge about medication for mental health problems in 
pregnancy (Knight et al. 2016).  
Women interviewed were very motivated to obtain information throughout their 
pregnancy. One study found women with higher education were three times more likely 
to look for information (Sayakhot and Carolan-Olah 2016), which could explaine the 
numerous accounts of information seeking in this study where the majority were 
educated to degree or above level (75%, n=15). Use of paper information leaflets 
regarding immunisations and screening during pregnancy were being phased out 
during the recruitment period. This could explain the number of women who stated they 
did not receive any printed information. Considering the women’s intensive review of 
information, they did not appear to read the leaflets provided by health care 
professionals in early pregnancy.  
Health care professionals can signpost women to official sources of information such 
as one of the baby apps containing hospital-specific material, additionally the NHS 
recommend several apps (National Health Service 2018). Research has indicated non-
English speaking and low-income women use apps less, maybe due to cultural and 
linguistic issues (Hughson et al. 2018). There is an obvious need to provide online 
information in an appropriate form for all women. This study in line with other literature 
mentioned the most common source of information was the internet (Larsson 2009). 
Despite the concern women had about the health of their baby it seemed surprising 
how many women just ‘Googled’ and followed the first link regardless of the potential 
accuracy of the information.  
This study asked pregnant women specifically about information they had sought 
concerning their mental health, in contrast to previous studies which have explored 
general information seeking in pregnancy (Song et al. 2013; Sayakhot and Carolan-
Olah 2016). Most women reported an absence of information on mental health from 
health care professionals, online, or in print. This may be because they did not look for 
information regarding mental health or more likely because they did not recognise the 
importance of the topic. This resulted in women remaining unaware of signs to look out 
for, and if required where to access support. Signposting from health care 
professionals is required to ensure women access appropriate advice and support. 
There is a small amount of information about perinatal mental health in the Bump, Baby 
and Beyond booklet (Public Health Wales 2019) which is provided to all women in 
Wales in early pregnancy. This information is being reviewed at present with women 
and health care professionals. Assurance has been given that there will be a lot more 
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mental health information in the new version including ‘signposting to MIND and NHS 
Direct’ (Personal correspondence, Public Health Wales 2019), which cover universal 
mental health but not perinatal specific information. 
7.6 Asking the questions  
Asking questions regarding mental health is an important part of perinatal care, 
acknowledging women are sometimes unaware of, or reluctant to admit to, a problem. 
In line with NICE (2014) opportunities to discuss mental health occur early in 
pregnancy when women complete their handheld All Wales Maternity Records and 
discuss these with a midwife. In line with the literature (Henderson and Redshaw 2013; 
Janssen et al. 2018) a history of mental health problems was strongly associated with 
depression or anxiety (OR 3.95, 95% CI 1.37-11.33, p=0.011) in women who 
completed the questionnaire in early pregnancy. This shows the importance of 
recording and being aware of previous mental health diagnosis. Reassuringly 96% 
(n=139) of midwives stated they would take note of the woman’s mental health history 
when making current assessment of their mental health status, in line with other 
studies (Ross-Davie et al. 2006). 
A history of mental health problems may not be specific enough to detect all women 
with current symptoms of anxiety or depression. In this study one woman who scored 
high on the EPDS (18), and high on the question regarding intention to self-harm and 
another four women with high EPDS scores (18, 15, 14, and 13) reported no history of 
mental health problems. To assist health care professionals, alongside mental health 
history, NICE (2014) recommends at the first antenatal appointment asking the 
Whooley:  
1) During the past month, have you often been bothered by feeling down, 
depressed or hopeless? 
2) During the past month, have you often been bothered by having little interest 
or pleasure in doing things? 
and GAD-2 questions: 
1) Over the last two weeks, have you been feeling nervous, anxious or on 
edge? 
2) Over the last two weeks, have you not been able to stop or control worrying? 
Despite this, only the Whooley questions are printed in the All Wales Maternity Records 
and should be asked regardless of the women’s mental health history. Using only the 
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NICE guidelines may not detect women with worries and anxiety. Discussion should 
include previous birth trauma and miscarriage and could alert health care professionals 
to pregnancy related anxiety (Furber et al. 2009). In addition a large national UK survey 
of women’s experiences suggested there should not be an overreliance on Whooley 
questions at the booking visit, but health care professionals should also use their 
experience and expertise (Boots Family Trust Alliance 2013). 
It is important to repeat the questions and not rely on a single discussion to avoid 
detecting short term stressful periods which may resolve but also pick up new or 
ongoing concerns. In line with NICE recommendations there are explicit questions 
provided in the All Wales Maternity Records for health care professionals to ask at 
each routine antenatal and postnatal appointment. Space to assess emotions is also 
provided in the postnatal pathway for midwives to document at each postnatal check. 
The majority of midwives who completed the questionnaires (82.8%, n=120) and focus 
groups indicated they would make some sort of assessment at each appointment, only 
1.4% (n=2) stated they would never ask about mental health. Two thirds (66.3%, n=96) 
stated they would assess mental health at over 80% of appointments. In contrast, Jane 
the specialist perinatal mental health midwife felt midwives were afraid to ask about 
women’s mental health and suggested they needed more training. This could explain 
how, consistent with the literature, women in this study stated they were not routinely 
asked about their mental health (Byatt et al. 2013c). A recent study in Wales found 
73% of women recalled being asked about their mental health by healthcare 
professionals during the perinatal period, which is concerning as the women in the 
study had experienced mental health problems (Witcombe-Hayes et al. 2018).  
This study adds to the literature concerning midwives experiences of discussing mental 
health with women throughout the perinatal period. The majority of previous literature 
concerns midwives’ experiences of asking women about their mental health history, 
asking the Whooley questions at the initial booking appointment or midwives’ 
knowledge of mental health. Midwives explained how they would take opportunities to 
discuss women’s mental health even if there were no explicit questions in the NHS 
records. One midwife described how she took an opportunity during a labour 
assessment to check the notes for any history of mental health problems and ask the 
woman if she was anxious about anything. The specialist community team described 
how they tailored the assessment to each woman, taking account of individual 
circumstances especially with those who did not speak English or where mental health 
and depression were not words understood in their culture. One midwife explained how 
she asked about their sleep pattern or if they were nervous about anything. 
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An explanation for limited discussions around mental health between the women and 
midwives in this study lay in the way questions were asked, especially when asked 
verbatim. Carol one of the NQMs explained how as a student she had observed 
midwives and felt the specific question was asked like a ‘tick box’ exercise which 
reduced the flow of conversations; this has been reported in other studies (Jarrett 
2014). This study found one woman at interview who was particularly upset by a 
question she was asked at several appointments, resulting in keeping quiet about how 
anxious she felt. No specific advice was provided on how midwives should ask women 
these questions or respond to positive answers, which may have resulted in reading 
them verbatim rather than fitting them into conversation.  
Midwives suggested another reason for the lack of discussions, stating they were 
unaware of where to refer women if problems were disclosed; this may reduce the 
frequency and format of questions, as previously reported (Ross-Davie et al. 2006). 
Rephrasing the question led to ambiguity over what was being asked. Several women 
confused a question about domestic violence with that of their mental health such as 
‘Everything okay at home?’ Generally women welcomed the chance to discuss their 
mental health. In one study 100% of women felt it acceptable to be screened for mental 
health problems and 50% stated it raised their awareness of mental health problems 
(Leigh and Milgrom 2007). Midwives need to be aware of these issues and modify 
questions for individual women to enable them to feel comfortable discussing their 
mental health. 
None of the midwives in the focus groups described asking formal questions or used 
screening tools to assess women’s mental health, apart from the Whooley questions at 
the first visit. Assessments of women’s mental health were more informal, midwives 
selected maternal mood (99.3%, n=144) and anxiety (94.5%, n=137) as the most 
common symptoms, along with support (91.0%, n=132). Other than using the 
questions in the All Wales Maternity Records, midwives in the current study chose 
assessing behaviour (95.9%, n=139) and observations (93.1%, n=135) as the main 
ways of evaluating mental health. Using their ‘instinct/intuition’ (72.4%, n=105), were 
also high on the list. It is more likely intuition plays a part with feelings based on 
previous or learnt experience (Baker 2011) rather than purely instinct. Olafsdottir 
(2009) described three types of intuition; one based on experience in practice, one on 
spiritual awareness and the other on the relationship with women, noting these can 
overlap. In a similar study midwives reported mood, anxiety level, sleep pattern, 
support and behaviour as ways of assessing mental health (McCauley et al. 2011). In 
the focus groups midwives described how they assessed women’s behaviour, body 
language and appearance, corresponding with the literature (Jarrett 2014).  
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Consistent with the literature, women regarded health professionals as generally 
approachable (Jesse et al. 2008; Kingston et al. 2015d) and the second most likely 
person, after their partner, to be informed about mental health concerns (Boots Family 
Trust Alliance 2013). Even though midwives expressed a desire to support women’s 
mental health, both midwives and women noted barriers preventing conversations 
about mental health during appointments. One barrier was midwives’ fear of not ‘doing 
it right’. This was also mentioned in the focus group by the specialist community team, 
which is concerning as they are the midwives with more training and experience in 
caring for women with complex needs including mental health problems. Some 
midwives were worried about ‘opening a can of worms’ as reported previously (Phillips 
2015) and concerned they would not know what to do next (Ross-Davie et al. 2006; 
Higgins et al. 2016a). They feared they might make the situation worse and suggested 
they required training to know what to say or where to signpost women for help. 
An important finding in this study was women did not feel their health was important 
during pregnancy; priority being given to their babies’ wellbeing. This overlooks the fact 
their mental health can affect their baby. It was only when women had given birth to 
their babies they began to think about their own health. In keeping with previous 
research, women noticed the physical assessment of themselves and their baby 
received priority over their mental health at antenatal appointments (Edge 2011; 
Darwin et al. 2016; Higgins et al. 2016b). In addition it was felt questions such as ‘How 
are you feeling?’ related to their physical wellbeing (Boots Family Trust Alliance 2013; 
Darwin et al. 2016). Time constraints also resulted in healthcare professionals focusing 
on the mother’s and baby’s physical wellbeing (Darwin et al. 2015; Megnin-Viggars et 
al. 2015). Many women welcome greater attention for their emotional health in 
pregnancy (Megnin-Viggars et al. 2015; Higgins et al. 2016b; Evans et al. 2017). 
Unfortunately, when women have discussed their mental health, it has been noted how 
health care staff lack knowledge about treatment and support options (Williams et al. 
2016). There have been calls for antenatal and postnatal appointment times to be 
increased by 10 minutes to ensure adequate time to provide personalised care and 
cover all the points required (NHS England 2016). This could help facilitate more time 
for assessment of mental health care, equalling that of physical care (Granville et al. 
2016).  
Women and midwives reported the duration of appointments limited discussions 
around mental health, in other research this was reported by 54.7% of midwives 
surveyed (Jones et al. 2012). The list of tasks carried out and documented in the 
antenatal records reflect NICE (2019) with a clear schedule of antenatal check-ups, 
even so appointments have remained the same duration for years, one hour for the first 
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and 10 minutes for subsequent appointments in the local Health Board. Consequently, 
adding extra assessments to the list over the years has led to tight appointment 
schedules, reducing the opportunity to discuss mental health (Boots Family Trust 
Alliance 2013; Higgins et al. 2018) which is the latest addition to the list of questions to 
ask. Midwives also require pathways to follow when women disclose mental health 
problems or evidence based interventions which they can provide. 
More time in appointments would undoubtedly help discussions around mental health, 
as would improving continuity of carer. Helena carried on communicating with her 
previous midwife, after she moved location, because she felt they had built up a 
relationship and trusted her advice. Conversely, Olivia had become so desperate for 
help she would have talked to whoever was in clinic that day. Continuity in maternity 
care is important and endorsed by NICE, NMC and UK government policy (Department 
of Health 2016; NHS England 2016; Scottish Government 2017b; National Institute for 
Health and Care Excellence 2019a; Nursing and Midwifery Council 2019; Welsh 
Government 2019b). As noted in the literature, continuity of carer (Hunt 2004; Higgins 
et al. 2018) was mentioned by a few women who felt having the same midwife at each 
appointment would have led them to discuss their mental health as they had built a 
trusting relationship. On the other hand if there were clashes of personality between 
midwives and women such as with Dawn, a change of carer was more appropriate. 
Continuity in this specific case would not have helped build a rapport and was a clear 
case where carer should be changed.  
Continuity of midwife could reduce the need for repeated introductions and an 
understanding of ongoing concerns, enabling more time to discuss new issues. 
Surprisingly only one midwife (0.7%) stated a rapport with women would assist mental 
health assessment on the questionnaire. This could have been because it was not 
provided as an option but reported as free text under the category ‘other’. As not all 
women will acknowledge feeling anxious or depressed, being aware of signs of poor 
mental health is important as a way of opening a conversation. Midwives in the focus 
groups explained how they may be able to pick up a change in a woman’s demeanour 
if they knew her well and prompt further discussion (Jomeen et al. 2013). Even though 
several midwives supported the idea of continuity in the focus groups, reservations 
were reported by midwives (n=798) in England through an anonymous online survey 
after the introduction of the ‘Better Birth’ report recommending continuity schemes 
(Taylor et al. 2018). Many had work-life balance concerns, only 35% were willing to 
work in continuity based models, 41% stated they were unable to work different 
patterns from their current role and 37% stated they could not work on calls or nights, 
lived a long way from the hospital or had childcare commitments. In addition 59% 
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reported they needed to update their clinical skills to work across settings. Plans to 
introduce continuity models for antenatal and postnatal care in Wales are also 
recommended and being cautiously introduced (National Assembly for Wales 2017; 
Welsh Government 2017; Welsh Government 2019b). 
7.7 Support services for mental health  
Mental health problems vary in severity, requiring individual assessment and support 
from different services and health care professionals. Midwives in the focus groups 
described how an increase in referrals locally resulted in a higher threshold for 
receiving care from the PNMHT. The criteria for referral were women with or a family 
history of severe mental health problems or new onset of severe pregnancy related 
mental health problem, such as suicidal ideation. Midwives in this study reported 
referral to the PNMHT (93.1%, n=135) as one of their main options for women with 
mental health problems. Maternal Mental Health Alliance (2015) produced a report with 
the aim of increasing the number of areas with PNMHTs in ‘Turn The Map Green’ 
campaign. In response, investment from all four nations has now been pledged for 
perinatal mental health services. This has seen an increase in the number of areas with 
PNMHTs across the UK including Wales, where all Health Boards now have a PNMHT, 
differing in staff and referral criteria (Witcombe-Hayes et al. 2018).  
Services were described as a ‘postcode lottery’ by some women; confusing women 
and health care professionals (Ross-Davie et al. 2006; Rothera and Oates 2011; 
Witcombe-Hayes et al. 2018); in this study by one woman who was initially offered 
referral to the PNMHT, then later informed by the midwife that on reflection her mental 
health problem was not severe enough for referral. In this instance Olivia already had 
self-help materials from previous CBT sessions which she decided to use to help her 
through the problems she was experiencing. Clear standardised pathways for referral 
have been suggested by NICE (2014) and National Assembly for Wales (2017). Due to 
the different services and referral thresholds in each Health Board these need to be 
specific so health professionals can provide appropriate information to the women they 
support.  
Another issue raised by midwives was the process of referral. Anna described how the 
local opt-in service reduced chances of the most vulnerable women receiving care. It is 
known those with mental health problems are least likely to engage and may not have 
the confidence to call back to accept an assessment or leave their home for therapy 
(Raymond et al. 2014). In addition Amber explained how non-English speakers were 
unable to understand the appointment letter sent out. Midwives in the specialist 
community team suggested they had more time which enabled them to assist women 
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in this process. Advice from the All Wales Perinatal Mental Health Group and 
Community of Practice (2018) stated health care professionals should have specific 
training to enable a better understanding of the barriers to engagement with women 
from a range of backgrounds. This could benefit service delivery and an understanding 
of individual needs. For successful implementation resources are required to allow 
training and changes in an already overstretched service. 
Jane the specialist perinatal mental health midwife explained how previously women 
with social service involvement were not able to access the PNMHT at a time when 
they were vulnerable. Changes to the service by midwives working alongside the 
PNMHT have seen support offered to women for one month after birth, even if their 
child has been removed from their care. In addition until recently, the local PNMHT did 
not accept women until after 20 weeks gestation, over half way through pregnancy. 
Recently PNMHT have accepted women from 12 weeks gestation. Offering support as 
early in pregnancy as possible may be important to reduce the negative effects on the 
mother and baby, even better if this is provided in the preconception period. A 
preconception service is available for women with severe mental health problems, 
allowing conversations about medication and its implications for pregnancy. Midwives 
suggested further changes to the local PNMHT such as referrals for women whose 
babies have died during pregnancy or birth, an area where women are understandably 
traumatised.  
Women who do not meet the threshold for PNMHT care can be supported by midwives 
in the specialist community team. Often women have complex issues such as 
safeguarding concerns or seeking asylum, not just mental health problems. Midwives in 
this team have a smaller case load and described how they were able to build a 
relationship with women, understand their needs and have time to provide extra 
support. It is undoubtedly helpful to have a team with experience and time to support 
women with multiple needs, they can also act as a source of information for other staff. 
Cascade training of interventions to support women with mild to moderate mental 
health problems by two midwives in the specialist community team was planned, but 
the course was not completed due to financial cost and duration. Midwives also stated 
they did not feel confident enough to support women or cascade the training to other 
midwives.  
In the midwives’ questionnaire and focus groups, general practitioners were the second 
most reported option for referring women with mental health problems (88.3%, n=135). 
Sara a midwife was concerned these referrals would result in women receiving 
medication as a ‘quick fix’ due to the long waiting lists and the expense of counselling 
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services. Zoe had been on the waiting list for two years to see a counsellor when she 
attended the interviews. One midwife mentioned that some large surgeries had 
counselling services within the practice, again highlighting the disparity in service 
availability (Witcombe-Hayes 2018). Locally, for women in need of immediate care, the 
PNMHT recommend women contact their general practitioner. However Victoria 
described how she had to ask repeatedly for an appointment at her doctors’ surgery 
when she felt her mental health had deteriorated. Furthermore, Jayne expressed her 
concern that women who had built a trusting relationship with their midwife, disclosed a 
problem, would have to retell their story when referred to their general practitioner. If 
the midwife felt it appropriate, referral straight to a counselling or support service would 
prevent a duplication of services and extra appointments for women.  
Health visitors ranked third in the choice of referral options for 69.0% (n=100) of 
midwives. Health visitors’ remit in Wales includes extra support for women with mental 
health problems because of its relation to ACEs (Ashton et al. 2016). A mandatory visit 
is expected from health visitors for all women around 28 weeks gestation, where one 
topic discussed concerns women’s mental health but if problems arise later in 
pregnancy referral will be required. Target visits after 28 weeks gestation are 
suggested for women in need of additional support for emotional or mental health 
problems (Welsh Government 2016b). Health visitors can provide extra support in the 
form of listening visits. These are designed to develop self-help strategies and include 
non-directive counselling delivered in the home for women with mild to moderate 
mental health problems. Despite having been removed from NICE guidance since 
2014, and limited evidence of their benefit, they are still used and recommended in 
Wales (All Wales Perinatal Mental Health Group and Community of Practice 2018).  
As well as the services above, midwives were aware of the Birth Afterthoughts clinic 
which uses the rewind technique (Chapter six), a service for women traumatised by 
birth. Locally this is run by midwives and has been available for several years and 
many similar ones exist UK wide. One midwife suggested it was not well publicised and 
women who needed it most were not aware of the service. Laura recalled how she had 
seen a leaflet in her antenatal information pack and suggested if she had been aware 
of the service she would have attended after her last child was born.  She wondered 
whether if she had spoken about the issues, her experience with a new baby might 
have been better. However Jane the specialist perinatal midwife described how the 
PNMHT were not supportive of the service as they felt it was not evidence based and 
not provided by a trained therapist.  
 225 
 
Midwives were divided in their opinion of this service and suggested debriefing women 
after birth rather than waiting for an appointment was more beneficial. Space is 
provided in the All Wales Maternity Records to document a debrief but is often left 
blank, possibly due to a lack of guidance and training regarding what this should entail. 
Asking women how they perceived their labour and birth as Lily described in the focus 
group, could open up opportunities for women to discuss concerns and feel listened to 
which in this case proved beneficial. This is not the same as an official debriefing 
session by a trained psychologist. A systematic review of RCTs of debriefing women 
after birth, mainly by midwives, reviewed seven studies. While two reported positive 
findings, one showed possible short term harm and the others lacked statistical 
significance (Rowan et al. 2007). Another study followed up women six months after a 
midwifery debrief and found possible emotional harm (Small et al. 2000). A Cochrane 
review did not find evidence of debrief versus normal postnatal care in reducing 
psychological trauma following childbirth (Bastos et al. 2015).  
Rather than one service for women with mental health problems, there are several 
services run by the local Health Board to support women’s mental health as discussed 
above, and several more which were not mentioned by midwives in the focus groups. 
Specialist antenatal clinics were available for women who have had a stillbirth, worried 
about childbirth and one run by an obstetrician with an interest in supporting women 
with mental health problems. The latter clinic is run alongside other antenatal clinics as 
there was concern women would feel stigmatised if there was a specific mental health 
clinic (Goodman 2009; Keefe et al. 2016). Midwives in the focus groups were keen to 
suggest extra services they felt should be available to women including: an outreach 
service such as a home visit to avoid women having to leave their house; a maternity 
specific mental health helpline or drop in clinics similar to those for breastfeeding, 
provided by the NHS. One midwife mentioned a service in Sweden for women to 
discuss anxieties usually around fear of childbirth, where midwives provide CBT, 
mindfulness or psychotherapy. Amalgamating services for poor mental health in one 
place could provide better care for women as the staff would become skilled and 
experienced at providing support.  
Although confident in their care of physical issues, when it comes to mental health, 
midwives were keen to support women but felt unprepared. The current study revealed 
midwives were quick to refer women to the general practitioner and PNMHT, similar to 
previous research (Jones et al. 2011), possibly due to midwives’ perception of mental 
health problems being a deviation from the norm. The NMC Code states midwives are 
to ‘accurately assess signs of normal or worsening physical and mental health’ and 
‘make a timely and appropriate referral’ (Nursing and Midwifery Council 2015, p. 11). 
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Welsh guidelines for perinatal mental health state women with mild to moderate 
problems should be referred for psychotherapy, listening visits, medication or specialist 
help as appropriate (Welsh Government 2019b). Difficulties arise with mental health as 
several conditions are on a continuum, leading to problems deciding what is normal 
and when a condition needs a label to enable support provision. Working out what is 
normal in pregnancy and when it becomes clinically significant and in need of support 
is not easy. This relies on judgement from the women and midwives, which could 
explain why midwives are quick to refer on.  
Midwives also mentioned they were not aware of where they could send women for 
extra support apart from the PNMHT or their general practitioner. Although Amber from 
the specialist midwifery team reeled off a list of possible support services, they were 
not widely known amongst the other midwives. Guidance for perinatal mental health 
services in Wales has been provided in the form of a flow chart for suggestions of how 
to support women’s mental health (All Wales Perinatal Mental Health Group and 
Community of Practice 2018). Midwives require skills in asking questions as well as a 
list of options for women for further support in order to build their confidence in 
providing support for women’s mental health. In addition, despite calls for health 
professionals to promote mental wellbeing (Boots Family Trust Alliance 2013; National 
Institute for Health and Care Excellence 2014; Welsh Government 2019b) to reduce 
the incidence of perinatal mental health problems, none of the midwives mentioned 
promoting mental health wellbeing.  
There are many ways midwives could provide support themselves. Close to one third 
of midwives in a large postal survey (n=815) in Australia stated they would offer 
empathy and understanding to women with moderate to severe postpartum depression 
(Jones et al. 2011). Emotional support has always been part of midwifery (Myles 1955), 
asking questions and listening to women is sometimes enough; several studies have 
reported the therapeutic effect of taking part in interviews (Furber et al. 2009; Staneva 
et al. 2017). The fact women are being listened to may be as important as providing 
advice. Communication has been found to be important regardless of care setting, 
those who built up a relationship with midwives felt valued, respected and cared for, 
some felt empowered and in control (Luo 1999). Disappointingly NQMs noted qualified 
midwives who spent time talking to women about their mental health were classed as 
‘slow’ by their colleagues, in keeping with the literature (Phillips 2015). 
7.8 Support networks 
Statutory services and counselling are not always required by women, there are 
options for women to support their own mental health. Women in the interviews 
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described self-help strategies, similar to previous studies (Raymond et al. 2014). Long 
term solutions for poor mental health were mentioned by Natalie such as changing 
work patterns, for Olivia it was returning to her CBT books. Art classes and talking to 
others, or conversely time alone, were among the options tried by women as ways of 
supporting their mental health. Tara joined the wellbeing team and Gwenda became a 
peer counsellor after her brother died. Seeing other people in the same situation was 
comforting, knowing they are not the only one normalises experience and provides 
hope (Biggs et al. 2015). Self-help was reported as beneficial by Furber et al. (2009). 
Encouraging women to find out what works for them would be advantageous and limit 
the need for extra costs for statutory or voluntary services.  
Third sector agencies and online support may also be helpful in supporting women’s 
mental health. Lily a midwife, mentioned self-help apps, although they were not 
specifically for the perinatal period, and there was disagreement between midwives as 
to the usefulness of these. Online chat sites were used by women, finding it particularly 
beneficial to gain support from their peers with similar conditions such as hyperemesis. 
The feeling of mutual support and knowing they were going through the same 
experiences was more beneficial than advice from relatives or health professionals, 
making them feel less alone. Women did not appear to know any non-statutory 
services to support their mental health, apart from Dawn, whose mother had found a 
private counselling service. Dawn found the service invaluable and they supported her 
throughout the pregnancy alongside her midwife. 
Support networks are frequently explored in relation to mental health and are especially 
important in areas of low socioeconomic environments; these can include support from 
partner, friends and family (Raymond 2009). Perceived lack of social support has been 
shown to be a significant independent predictor of depression (OR 4.14, 95% CI 2.69-
6.37) (Miszkurka et al. 2012). Previous studies have reported significant associations 
between neighbourhood deprivation and increasingly poor mental health (Fone et al. 
2014), whereas in this study association between support from friends and family 
appeared to override any socioeconomic influences. Gwenda was one of several 
women who discussed the importance of a network of support and wondered how 
women without this could cope with daily life. Network support offers a sense of 
belonging and affiliation (Morrison and Bennett 2006), different types of support are 
required at different times (Balaji et al. 2007).  
Surprisingly in the current study, lack of support from significant others was not 
associated with symptoms of anxiety or depression (OR 0.884, 95% CI 0.695-1.025, 
p=0.088). This might be because the MSPSS unlike other screening tools does not ask 
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specifically about partners in the questions, only ‘significant other’. In the interviews, 
women described their partners as generally providing practical support such as 
cooking and childcare, which gave women time to rest, in turn helping support their 
mental health. Blanchard et al. (2009) described how partners expressed confusion 
over moods, perhaps explaining why women in this study asked for practical support 
from them. Perceived partner support shows a moderating effect on depression and 
birth outcomes (Nylen et al. 2013) and is particularly important to the wellbeing of 
women (Blanchard et al. 2009). Literature supports this study, concluding grandparents 
as a major source of support (Blanchard et al. 2009). In the interviews women 
described female members of the family such as mothers or sisters as their main 
source of information and emotional support. Raymond (2009) suggested women 
appreciate support from female family members as they have ‘been there before’. 
Friends and work colleagues were often used to express frustrations or talk to but often 
not about mental health problems. Results from this study found low support from 
family (OR 1.13, 95% CI 1.00-1.27, p=0.044) was a significant predictor of poor mental 
health. Contrary to existing research, low support from friends (OR 0.83, 95% CI 0.70-
0.99, p=0.040) was a protective factor for adverse mental health. Inconsistencies may 
be due to the low number of screen positive women (n=35) and missing possible 
reverse scoring of the MSPSS screening tool. 
Emotional and social support and self-confidence have been reported as ‘protective 
factors’ for mental health (Edwards et al. 2008) and psychosocial interventions to target 
and enhance protective factors could be offered in pregnancy to improve women’s 
sense of coherence (Staneva et al. 2016). Higher levels of social support are correlated 
with fewer symptoms of anxiety and depression regardless of age, education, income 
or parity (Glazier et al. 2004; Aktan 2012). Peer support in the form of antenatal 
classes were discussed by several women in the interviews, particularly NCT classes, 
where women felt support from likeminded couples, in the same situation and 
geographical area. They described how socialising outside the classes was more 
important than the information they received. Gwenda described the class like ‘buying 
a group of friends’. This is consistent with another small study in the UK reporting on 
antenatal classes and their supportive nature as a network of friends in the same 
situation enhancing self-efficacy (Nolan et al. 2012). The cost of classes did not put 
women off attending and although they are available at reduced or no cost for women 
who could not afford them, this was not alluded to in the focus groups or interviews. 
Self-efficacy, described as an individual’s belief that a person can reach their goals and 
is able to manage future situations (Bandura 1986), is an important aspect of mental 
wellbeing. Low self-esteem can lead to low self-efficacy; both are associated with 
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anxiety and depression. The current study reported low self-efficacy was a significant 
predictor of anxiety and depression (OR 1.27, 95% CI 1.12-1.35, p=0.001) but not as 
significant as having a previous mental health problem. This is consistent with 
literature. Low personal self-esteem has been reported as a significant predictor of 
anxious status (Jomeen and Martin 2005) and self-esteem had a greater influence on 
the relationship between antepartum stress and depressive symptoms than satisfaction 
with social support (Jesse et al. 2014). Considering the evidence, improving women’s 
self-esteem and self-efficacy could reduce anxiety and depression and improve 
women’s mental health.  
7.9 Training for midwives 
Midwives reported a lack of training as a reason for not feeling prepared or confident in 
their role of supporting women’s mental health. Training to become a midwife takes 
three years but despite recommendations for increased undergraduate and continuing 
professional development (Ross-Davie et al. 2006; Lees et al. 2009; King et al. 2012) 
the NQMs stated they did not feel training had prepared them to support women’s 
mental health. Apart from one who had a good experience with a multidisciplinary team 
approach to learning, the majority felt it was too theoretical and did not provide the 
practical aspects of talking to women or knowledge of medication for mental health 
problems. Although some NQMs reported a better understanding of mental health than 
‘older’ midwives. Even though 50% of NQM’s training is in clinical practice, if qualified 
midwives are not confident in supporting women’s mental health, NQMs and students 
will not have a role model to learn from. No clear difference was noted between 
midwives who had trained 10 to 20 years ago and NQMs. However the differences in 
training over the years cannot easily be measured, training may have improved but not 
to the extent that midwives feel confident and competent. 
In this study confidence in caring for women with mental health problems was reported 
by 49.6% of midwives (n=72). Reassuringly higher than previous reports where 77% of 
midwives felt less confident in caring for women with depression and schizophrenia 
than caring for women with rarer complex physical problems, such as obstetric 
cholestasis and human immunodeficiency virus (Ross-Davie et al. 2006). Perhaps a 
reflection of the emphasis on training around physical health of women compared to 
mental health (Edge 2010). In the focus groups NQMs also reported their training 
related to mental health mainly in the post-natal period. The new standards for training 
midwives include psychological aspects of care (Nursing and Midwifery Council 2019). 
Considering midwives care for women for around six months in pregnancy and only 28 
days after giving birth, midwives highlighted the lack of training on antenatal mental 
health.  
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Overwhelmingly midwives felt they could be better prepared (94.5%, n=137) to look 
after women with mental health problems. This is similar to previous research using the 
same questionnaire where 93% selected this option (McCauley et al. 2011) and results 
from a survey of health professionals in Wales where 90% felt they would benefit from 
further training on perinatal mental health (Witcombe-Hayes et al. 2018). Midwives 
suggested mental health training was important (15.2%, n=22) or extremely important 
(11%, n=16) to their everyday practice. All midwives in the focus groups suggested an 
absence of training as a barrier to providing care, even those in the specialist 
community team who cared for the most vulnerable women and provided ‘expert’ 
advice to other healthcare professionals. This team discussed how they relied on Jane 
the specialist perinatal midwife as a source of information and advice. Midwives in this 
team appeared more competent in supporting women’s mental health, maybe due to 
their experience, support for each other and a list of referral options which they had 
developed.  
The majority of midwives reported skills to support women’s mental health were learnt 
‘on the job’ (86.9%, n=126). Just over half stated midwifery training as where they 
learnt skills (53.1%, n=77), despite 63.4% (n=53) being qualified for over five years. In 
line with other research, midwives described how they were eager to receive training 
(Buist et al. 2006; McCauley et al. 2011; Rothera and Oates 2011; Byatt et al. 2012a; 
Jones et al. 2012; Hauck et al. 2015). It was encouraging to note in the previous two 
years 31.7% (n=46) of midwives had attended a course or training in relation to 
perinatal mental health, 10.4% (n=15) stating it was on the mandatory training days. 
Midwives reported receiving training on alcohol use/abuse (42.1%, n=61), illicit drug 
use/abuse (33.8%, n=49), physical/sexual abuse (34.5%, n=50) and grief and loss 
(32.4%, n=47); these topics are covered in the mandatory training each year along with 
a presentation on mental health. Training in suicide risk assessment and mental status 
assessment had only been undertaken by 3.4% (n=5) and 11% (n=16) midwives 
respectively. Specific suicide risk and mental health assessment are not part of 
mandatory training. Similar findings have been reported in Australia, where over half of 
the midwives surveyed had received training on grief and loss counselling (51%), but 
only 20% received any mental health education (McCauley et al. 2011). Although some 
of the annual training is mandated by the Welsh Government and NMC, topics 
discussed may vary between Health Boards.  
Midwives in the focus groups had accessed other courses outside work and used their 
own time and money to improve their knowledge. Online rather than face-to-face 
training is available, one module is provided by the Health Board and online learning 
packages are available from the Royal College of Midwives for those who subscribe 
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and another used locally with student midwives (All Wales Perinatal Mental Health 
Group 2012), which is free and publicly accessible. The latter provides an overview of 
postnatal and severe mental health problems, medication and how to discuss mental 
health with women, the topics which midwives in the focus groups wanted more 
information on. It is a good learning resource but at only one hour long it cannot contain 
all information midwives suggest they require to support women’s mental health needs. 
Of the midwives in this study 4.8% (n=7) chose e-learning as their preferred source of 
training for mental health, possibly because they are unaware of the resources 
available. 
Unfortunately, only 21.4% (n=31) of midwives in this study suggested training helped 
them in practice, which might be due to the content being theoretical rather than related 
to practice. Conversely a systematic review of 12 articles found training made a 
positive improvement in knowledge regardless of its content or mode of delivery 
(Legere et al. 2017) and another showed training increased staff confidence in 
identifying and managing mental health problems (King et al. 2012). Evaluation of 
several training packages suggest even those which show a difference are expensive 
and sometimes unsustainable (Ross-Davie et al. 2007). Improved confidence does not 
necessarily require long periods of training. Locally questions about domestic violence, 
when initially introduced were not reported consistently, but reminders and 
encouragement have improved skills and confidence, compliance has improved and it 
is now imbedded in practice. In 2018/2019 95% of women were asked at least twice in 
pregnancy about domestic abuse compared to 67% in 2017/2018.  
The National Society for the Prevention of Cruelty to Children (NSPCC) in Scotland 
recommend at least biannual e-learning (NHS Education for Scotland 2019) and 
Scotland also has a perinatal curricular framework recommended for all staff working 
with women in the perinatal period. The newly formed Perinatal Clinical Network in 
Wales has started a programme of two day training with psychologists within PNMHT 
and will eventually cascade training to all health professionals working with women in 
the perinatal period (Personal communication 2019). A third bespoke training day for 
individual professions has also been recommended but not yet prepared. It is 
questionable whether an opportunity for all midwives to attend three days training on 
top of the training they already undertake each year will be given.  
Future involvement of midwives in the design, implementation and facilitation of these 
interventions (Lavender et al. 2016) into mainstream midwifery practice will assist in 
ensuring women have access to appropriately evaluated and validated interventions. 
Georgia suggested scenarios, similar to ones held on mandatory training days for 
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postpartum haemorrhage. Case studies and role play could form part of the training to 
gain an overview of conditions assessment and treatment.  
7.10 Contribution to knowledge 
This thesis is the first to assess the extent of perinatal mental health problems in early 
pregnancy in a South Wales region, where information regarding the number of women 
with mental health problems is unknown. Health Boards are only required to collect 
information regarding those with mental health care plans in place. Findings indicate 
nearly a third of women reported a previous or current mental health problem, slightly 
over rates previously reported.  
Previous studies, using both survey and interview designs have focused on the 
experiences of women receiving care from perinatal mental health services. In this 
study, participants were women with mild to moderate mental health problems not 
receiving support from the perinatal mental health team. In addition interviews were 
conducted prior to birth to capture current experiences, unlike previous research where 
information was obtained months or years after birth. This is the first study known to 
explore the experiences of women and midwives concurrently in the same NHS 
organisation, providing a unique view of the same service from both perspectives. 
Specific to this study was the use of a timeline which added a new dimension to the 
interviews with women, to explore changes in mental health at specific time points in 
women’s lives, especially during pregnancy.  
Limited research has previously explored women’s access to information regarding 
mental wellbeing in the perinatal period. This study found that the majority of women 
did not intentionally look for information concerning their mental health. The reasons for 
this were either due to a lack of knowledge of the importance of mental wellbeing or 
because women were more concerned about their babies’ wellbeing than their own. 
This study indicated anxieties were made worse by a lack of control and need for 
information rather than social and economic issues experienced by women from low 
socioeconomic backgrounds where much of the previous research has focussed 
(Jesse et al. 2008; Kopelman et al. 2008; Raymond et al. 2014).  
Focus groups with midwives explored their experience of caring for women’s mental 
health mainly during pregnancy but not specifically at the booking appointment where 
previous research has concentrated. Findings from women and midwives indicated that 
midwives were unsure how to ask questions and women unsure what was being 
asked. These are important findings as the majority of women do not voluntarily 
discuss their mental health. 
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7.11 Strengths and limitations 
Few studies have previously combined women and midwives’ experiences from the 
same NHS organisation, providing an opportunity to assess barriers to care from both 
perspectives and thus adding weight to the findings. Even so, results were in line with 
the literature. Both women and midwives discuss continuity and time as being 
important in recognising and disclosing mental health problems. Extra time would have 
assisted women, the majority of whom were willing to discuss their mental health 
problems with health care professionals. In contrast this would not have helped 
midwives, who were keen to support women but did not feel equipped to provide that 
support themselves. 
A strength lies in the number of women (n=302) consenting to the study, with a good 
response rate (60%) suggesting limited bias at recruitment. It is acknowledged that the 
cohort was overrepresented by well educated, professionally employed, British born 
women who are statistically less likely to experience mental health problems. As an 
under researched group this can be seen as a positive contribution. Comparison of the 
cohort with anonymous data from women booked at the same Health Board provided 
even greater clarity to the prevalence of mental health problems in early pregnancy. 
This also provided reassurance that the sample was representative of the general 
booking population in many regards apart from a higher proportion of women (55.9%, 
n=1977) reporting no occupation compared to participants (18.5%, n=56). The breadth 
of experience of midwives in years and clinical position provided assurance that the 
findings were shared by most midwives as well as being similar to the literature.  
Acknowledgement is made that a midwife undertaking the interviews and focus groups 
could have influenced participants and interpretation of data. The frank conversations 
that took place in the focus groups with midwives who knew the researcher and the 
NQMs who did not suggest this was not the case. The benefits of working as a midwife 
in the same Health Board, meant topics of conversation and local policies and 
procedures were familiar (Byrne et al. 2015) which assisted recruitment. Women were 
aware from the information leaflets that the researcher was a midwife and appeared 
comfortable in the interviews and benefited from a discussion afterwards specific to 
their pregnancy related concerns.  
Several limitations were noted during data collection. Data obtained from the database 
used to obtain anonymised data did not match the categories used in the 
questionnaires. There were also large portions of the database left blank, therefore 
direct comparisons between women recruited and the pregnant population were not 
possible for some categories. Timelines were used as planned but some women did 
 234 
 
not engage as fully as anticipated. Changing the process and providing more 
information prior to use might have made them more accessible. Whether this would 
have altered results is not known. The questionnaire for midwives was not the first 
choice for this study. Originally designed for midwives in Australia, rewording was used 
to make it applicable to the UK. Although not noted when validated, some questions 
caused ambiguity, resulting is annotated questionnaires and data queries, resolved 
through discussion in the research team.  
PNMHTs vary throughout the UK and generalisations from this study cannot be made 
regarding this service. It is acknowledged that diagnoses of mental health conditions 
are made using gold standard DSM interviews by qualified psychiatrists. In contrast, 
this study relied on self-reported tools with only a small percentage of women having a 
clinical diagnosis, requiring caution when reporting rates of anxiety and depression. 
Previous research often uses self-reported measures, giving some reassurance that 
comparisons can be made between studies. Furthermore the EPDS and GAD-7 are 
recommended screening tools for use in clinical practice in the perinatal period by 
NICE (2014) meaning these findings are more reflective of practice.  
The small number of women in the screen positive group (11.6%, n=35) was noted as 
a limitation. This could explain erroneous results which showed high support from 
friends was associated with an increased risk of mental health problems. In addition the 
MSPSS screening tool to assess social support which, some women seemingly 
reverse scored, might have contributed to these results. Due to the combination of the 
MSPSS and small cohort of screen positive women, caution interpreting the results is 
suggested. 
7.12 Recommendations for practice 
Provide appropriate, evidence-based information to women to reinforce the 
importance of mental health 
Knowledge of mental health problems in the perinatal period is poor amongst health 
care professionals, women and the general public. Continued publicity through media, 
posters and leaflets might be helpful however these were not noticed by the majority of 
women. In this study women were unaware of sources of information to support their 
mental wellbeing. Information is provided on lifestyle, including diet and smoking, 
likewise, mental health is an important topic which should be discussed early in 
pregnancy. Universal support for women’s mental health would ensure all women 
received support regardless of the presence of a problem. This should be available in a 
digital format as this was the women’s preferred choice but backed up with 
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conversations by professionals and paper-based information for women if preferred. 
Information should be provided regarding: 
 Mental wellbeing 
 The signs and symptoms of mental health problems 
 Digital resources for mental health information  
 A list of support services locally and online 
Understanding their own mental health will assist women detect deviations from 
normal; however this should not replace discussions with health professionals.  
Provide information and training for midwives on the importance of asking 
questions relating to mental health problems  
Previous mental health problems are an important predictor of poor mental health.  As 
reported in this study, just asking about previous mental health may not detect all 
women with anxiety or depression. Problems occurred with either midwives not asking 
questions or women being unsure of what was being asked. Training is required to 
ensure midwives are aware of the significance of asking questions relating to previous 
and current mental health problems and documenting concerns. In addition midwives 
should be made aware of the importance of asking questions at each appointment as 
recommended by NICE (2014) and discussions around the practical aspects of how to 
ask questions to ensure they provide an opportunity for women to disclose problems.  
Additional time for appointments and continuity of carer. 
Increased time at appointments and continuity have been recommended and would 
improve conversations between health care professionals and women (Department of 
Health 2016; NHS England 2016; Scottish Government 2017a; National Institute for 
Health and Care Excellence 2019a; Nursing and Midwifery Council 2019; Welsh 
Government 2019b). Reasons for not asking questions related to mental health 
included time constraints at appointments. This led to women withholding information 
and midwives focusing on physical aspects of the appointment. Increasing 
appointments by 10 minutes may provide time for midwives to ask about mental health 
and allow women time to ask questions which may allay anxiety for some. Additionally 
continuity of carer was shown to be important to midwives and women. They discussed 
how conversations would be more effective if women were seen by the same midwife 
who can assess improvement or deterioration of mental health and enable women to 
build relationships and feel comfortable discussing concerns.  
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Provide midwives with a list of self-help and referral sources for women who 
require additional support for their mental health 
Midwives were keen to support women themselves but felt they did not have skills and 
confidence to do so and therefore referred many women to PNMHT, general 
practitioners or health visitors. Women suggested many self-help strategies which 
improved their mental health, such as singing, time to themselves or meeting with 
friends. These options could be offered to women, as well as activities such as 
exercise which have been shown to be beneficial causing significant reduction in 
tiredness, anxiety and depression (Gaston and Prapavessis 2013).  
Low social support was found to be a significant factor in predicting mental health 
problems. Therefore opportunities should be taken to enquire about relationships with 
family and friends, to ensure there is a supportive network. If this is lacking, 
encouragement to attend groups such as NCT or antenatal classes should be advised. 
Women found antenatal groups beneficial in building support networks with other 
pregnant women. Low self-esteem was also shown to be a significant predictor for 
mental health problems. Self-efficacy and self-esteem need to be recognised and 
supportive encouragement provided at appointments with health care professionals. 
Online self-help tools can also be suggested for women with low self-esteem and self-
efficacy from sources such as Mind (2019). 
Training for midwives 
Unlike previous research, midwives in this study did not find the training they had 
received helpful for their clinical practice. Consistently midwives asked for more training 
to support women’s mental health. A lack of confidence led to midwives being afraid to 
ask questions in case they made the situation worse or they were unsure how to 
proceed if women disclosed a problem. Fear of women with severe mental health 
problems was given as the reason for negative attitudes noted by midwives and 
women. Training should therefore include practical aspects of supporting women’s 
mental health to improve midwives’ confidence, in turn providing better care.  
Previous training has been taught over several days or longer modules but needs to be 
sustainable with a low impact on finances and time. There are several books relating to 
perinatal mental health aimed at midwives and freely available online modules which 
could be evaluated. A programme of monthly hour-long sessions as described below 
(7.13) might better fit the time and budget of health care professionals and health 
boards. 
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NQMs were critical of their undergraduate training, stating it was too focused on 
physical aspects of care or postnatal mental health. By providing qualified midwives 
with knowledge, will increase their confidence and improve the care of women and their 
families. This can then be imparted to students during their clinical placement. 
Extra support for women’s mental health 
Gaps in local services for women who do not fit the referral criteria for PNMHT but 
require more input than could be provided at an antenatal appointment are needed. 
These could be filled by training individual midwives to provide emotional support in 
pregnancy (Evans 2018) or a self-referral telephone triage system manned by 
midwives for women concerned about their mental health. Evidence of improved 
mental health has been reported through such provision (Biggs et al. 2015). Telephone 
services are available in the UK from third sector organisations such as Family Line 
and the Samaritans but they would not be able to access the women’s notes and 
answer pregnancy specific questions which were the main source of concern for 
women in this study. Similar services already exist for physical problems through the 
antenatal assessment unit.  
7.13 Recommendations for future research  
The literature suggested psychological therapies were beneficial but long waiting lists 
mean few women received these. Therefore further assessment and provision of 
interventions to support women’s mental health are required. Numerous new services 
have been introduced differing in their makeup and referral acceptance thresholds. 
Further research is needed to assess effectiveness of interventions and services to 
inform an evidence base which can be rolled out in the UK and further afield. These 
could include: 
Exercise for pregnancy 
Simple activities such as an exercise program showed statistically significant reduction 
in tiredness, anxiety and depression (Gaston and Prapavessis 2013). No comparison 
group was available in the study therefore further research is required. RCTs should 
include guided exercise programme compared to a control group or exercise compared 
to antidepressants for mild to moderate anxiety and depression. This is a relatively 
cost-free suggestion for women, with the potential to improve mental and physical 
health. 
Brief interventions to improve self-efficacy 
This study indicated low self-efficacy was a significant predictor for mental health 
problems. Previous literature supports this finding, yet little research exists relating to 
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increasing women’s self-efficacy. Research should assess the effectiveness of women 
using online sources during the perinatal period. In addition midwives could provide 
encouragement during appointments to improve women’s self-efficacy (Recommend 
during personal correspondence, Professor Christine Bundy, 2019). Interventions such 
as motivational interviewing (Chisholm et al. 2016) have been used in consultations 
with health care professionals. These were shown to improve confidence and made 
consultations more effective as a holistic approach to care. Research to assess if this 
could be used in a maternity setting is required.  
Non-statutory support for women with mental health problems 
Low support from families was found to be a significant predictor for mental health 
problems, which is backed up by previous studies. Women in this study stated the 
benefits of antenatal groups such as NCT. Several third sector organisations or trained 
peer support have been assessed as stand-alone interventions but not as RCTs to 
compare these to other services or care as usual. Several services should be assessed 
for their effectiveness to see if they can be recommended for women during the 
perinatal period:  
 Stand-alone services with trained peer support workers, with a history of mental 
health problems paired with women in the perinatal period 
 Antenatal groups such as NCT 
 Online modules for pregnancy  
24 hour telephone support service run by midwives 
Several women in this study described how information they received during pregnancy 
left them feeling anxious with unanswered questions. Women are able to self-refer for 
breastfeeding advice and physical problems during pregnancy. Australia has a 
telephone support service for mental health concerns and was evaluated favourably. 
Providing an option to talk to a midwife regarding mental health alongside their physical 
health problems might reduce the number of visits to assessment units but needs 
evaluating.  
Postdoctoral research project – training for midwives 
Midwives’ requests for training requires assessment of potentially sustainable projects. 
A training package is required to fit the time and resources available in an already 
stretched service. Midwives asked for practical application of information rather than 
theoretical, which would be better provided by face-to-face contact. Postgraduate 
training could be offered as short topic based recorded sessions, linked to online 
resources. Time between sessions would allow midwives to assimilate the information 
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and put it into practice. Inviting women with lived experience of poor mental health 
could increase midwives’ confidence in providing care and reduce fear. 
Multidisciplinary team working was reported favourably by NQMs, sessions could 
include all staff in the maternity unit and the introduction of pharmacists or psychiatrists 
to help teach topics such as medication. Topics should include: 
 Mental health conditions and their negative consequences 
 Severe mental health problems – PNMHT  
 Asking women questions about mental health – woman with lived experience 
 Importance of social support  
 Referral to PNMHT  
 Medication during pregnancy and newborn observations – 
pharmacist/neonatologist 
 Referral to local services for fear of childbirth, bereavement and birth trauma  
 Information for online and local support services for women 
7.14 Dissemination 
Dissemination will take various formats and include distribution to key stakeholders, 
locally and nationally.  
7.14.1 Publications  
The plans are to publish articles in line with the study aims: 
 A survey of women’s mental health in early pregnancy in an area of South 
Wales  
This will report findings from the women’s questionnaire, including the 
prevalence of poor mental health in the Health Board, a comparison with 
anonymised data. Predictive factors for anxiety and depression including the 
importance of asking about mental health history, support networks and self-
efficacy. Target journals – Archive of Women’s Mental Health, The British 
Journal of Psychiatry Open, Birth. 
 Experiences and barriers to accessing care in a group of women with mild to 
moderate mental health problems in pregnancy 
Thematic analysis of interview data with women in late pregnancy, reporting on 
their experiences throughout their lives in relation to mental health and barriers 
to care. Target journals – Women and Birth, Birth. 
 Midwives’ experiences of caring for women’s mental health 
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Findings from the midwives’ questionnaire and focus groups to provide an 
overview of service needs and changes required as well as training 
suggestions for midwives. Target journal – Midwifery. 
7.14.2 Posters and presentations  
Opportunities will be taken to display posters and oral presentations at a local and 
national level. These will be presented along the same lines as the publications. 
Conference suggestions include:  
 RCM Research Conference, 11th March 2020 
 Local Postgraduate Research Symposium, 8th April 2020 
 Virtual International Day of the Midwife Conference, 4th/5th May 2020 
 Wales and South West Maternity and Midwifery Festival, 16th September 2020 
 Royal College of Midwifery Annual Conference, 6th/7th October 2020  
 Local Research and Development Conference, Autumn 2020  
7.14.3 Stakeholders 
Information will be disseminated to stakeholders involved and interested in perinatal 
mental health at a local level: 
 A summary of findings will be prepared in the form of an infographic leaflet, 
including the number of participants who completed questionnaires and 
interviews and the main findings from interviews. These will be sent to the 121 
women who requested them.  
 Local dissemination in the Health Board will take the form of posters, oral 
presentations and a summary emailed out and placed on the secure Facebook 
page for all staff.  
 A short report summarising findings will be sent to contacts made during the 
study period who have asked for feedback such as, Perinatal Network in Wales, 
Scottish Network midwifery lead, Public Health Wales, local PNMHT and 
NSPCC contacts. 
 Feedback will be provided to the funder and presentations to scholars at future 
training events. 
 Presentations to midwifery and postgraduate students, lecturers and 
researchers in the local University. 
7.15 Conclusions 
This study adds to the growing body of literature relating to perinatal mental health, a 
global concern, where one in five women admits to problems during pregnancy. 
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Negative consequences of poor mental health before and after birth affect women, their 
babies, family and society. The latest Mothers and Babies: Reducing Risk through 
Audits and Confidential Enquiries across the UK (MBRRACE) report found maternal 
suicide the second largest cause of direct maternal deaths in the perinatal period and 
rates have not reduced in the last decade (Knight et al. 2019). The recent investment 
by UK government to support perinatal mental health was designed to address the 
short and long term consequences of poor mental health. In addition campaigns by 
third sector organisations such as the NSPCC and Maternal Mental Health Alliance 
aimed to raise the profile of mental health in the perinatal period. 
Questions with women regarding previous history of mental health were asked by 
midwives but they did not use screening tools contrary to the advice from NICE (2014). 
Assessment of women’s mental health was made via a range of questions and 
observations. Both midwives and women described limited time at appointments and 
lack of continuity as reasons for not discussing mental health, with priority being given 
to the physical care of mother and baby. Concern was expressed by midwives that if 
they asked questions regarding women’s mental health, they might make the situation 
worse or they would not know what to do if women disclosed an issue. Midwives were 
keen to support women’s mental health but low confidence levels reduced 
conversations with women. 
Midwives stated they need more or different training to respond effectively to the 
mental health needs of women in the perinatal period. A new finding was midwives who 
had received training, contrary to previous studies, stated it did not prepare them for 
the practical aspects of supporting women’s mental health. This study found midwives 
quick to refer women on for support, few were aware of how they could support women 
themselves. Providing midwives skills and confidence to offer support, as well as 
referral options will ensure midwives are better placed to support women and reduce 
the negative consequences for themselves and their family. 
The main finding from the questionnaire data identified previous mental health 
problems, low self-efficacy and social support as predictors of anxiety and depression, 
similar to previous research with low socioeconomic, young or ethnic minority women. 
In the interviews women described how mental health problems were exacerbated by 
comparing themselves to other women, a perceived lack of information and a lack of 
control over situations relating to pregnancy, such as tiredness. An important finding 
was women benefited from a network of family and friends to support their mental 
health. Partners were often sources of practical help while family usually female 
members provide emotional support. Peer support from friends made in antenatal 
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classes were also cherished as important sources of encouragement. Women also 
mentioned their own coping strategies to improve their mental health for instance, 
meeting friends or time alone.  
This study has shown how women with mild to moderate mental health problems in 
pregnancy and midwives who provide support faced several barriers which hindered 
provision of perinatal mental health care. Women with mental health problems deserve 
better support and midwives need more and different training. This project begins a 
new programme of work in this area, and it is hoped that findings will inform the 
improvement of future services and practice. 
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Appendix 1 Systematic literature search – Consequences of mental health 
problems 
A systematic literature search aims ‘to identify, appraise and synthesise all the 
empirical evidence that meets pre-specified eligibility criteria to answer a given 
research question’ (Cochrane 2017).  A systematic search was planned to review 
articles previously published relating to the negative outcomes for women with perinatal 
mental health problems. The question asked was ‘What are the negative 
consequences of perinatal mental health problems?’ These words were entered into 
Google Scholar as advised by the librarian, to detect the commonly used words which 
could be added to the search strategy. The search revealed nearly 200,000 articles. A 
systematic search was performed using the following subject headings as a basis for 
the search strategy: consequences, perinatal, and mental health issues. These were 
then broken down into key words or phrases for each subject heading, for example, 
consequences led to key words including low birth weight and preterm (Table A1.1). 
Only low birth weight and preterm were used in the initial search as they were common 
negative consequences noted from the google search, to assess the number of studies 
available prior to a full systematic search. Antenatal and postnatal were used to 
understand if the consequences of mental health problems were more significant 
before or after birth.  
Table A1.1. Key words used in the literature search. 
 
 
 
 
 
 
 
 
 
 
 
Consequences 1 preterm 
2 low birth weight 
3 1 or 2 
Perinatal 4 antenatal 
5 pregnancy 
6 postnatal 
7 4 or 5 or 6 
Mental health issues 8 depression 
9 anxiety 
10 mental health 
11 8 or 9 or 10   
Overall search 12 3 and 7 and 12 
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A search in CINAHL via EBSCO, produced 260,963 results. Filters were applied to 
narrow the range from year 2000 to 2017. The search inclusion criteria were then 
tightened and restricted to studies published in English and limited to those carried out 
in the United Kingdom, Europe, Canada, USA, Australia and New Zealand to obtain 
literature relevant to experiences of women in high-income countries with developed 
healthcare systems, resulting in 247,765 articles. The same search was run in 
MEDLINE via EBSCO and produced 5,775 articles. (Table A1.2).  
Table A1.2. Number of articles found from each source. 
Database or source   Results 
CINAHL via EBSCO 247,765 
MEDLINE via EBSCO 5775 
 
Due to the number of articles available in two databases alone, a decision was made to 
use primary research. Using NICE guidance (2014), Lancet series (2014), MBRACE-
UK (2016) and a report from a London school of economics (2014) were used as a 
starting point. A snowball effect was used to locate articles which were cited discussing 
the negative consequences of poor perinatal mental health, this resulted in 39 articles. 
These articles were discussed in chapter two. Articles which reported statistically 
significant results and were research studies rather than reports are reported in chapter 
two and in the table below. This amounted to 27 articles.  
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Appendix 2 Systematic literature search – Social support 
A systematic search was performed to review articles previously published comparing 
social support, self-efficacy, financial and social status and mental health. The question 
asked was ‘Does social support and self-efficacy have an influence on perinatal mental 
health?’ The following subject headings were used as a basis for the search strategy: 
pregnant, support networks and mental health issues. These were then broken down 
into key words or phrases for each subject heading, for example, support networks led 
to key words including self-esteem, social support and self-efficacy (Table A2.1). 
Table A2.1. Key words used in the literature search. 
 
 
 
 
 
 
 
 
 
 
 
The following online databases where searched: CINAHL via EBSCO, Cochrane, 
Joanna Briggs Institute, MEDLINE and PsycINFO via Ovid, ProQuest including British 
Nursing Index and ASSIA, Trip Pro and UpToDate (Table A2.2). Filters were applied to 
narrow the year range from 2000 to 2017. This initial search resulted in thousands of 
articles for review. The search inclusion criteria were tightened and restricted to studies 
published in English and limited to studies carried out in the UK, Europe, Canada, 
USA, Australia and New Zealand to obtain literature relevant to experiences of women 
in high-income countries with developed healthcare systems. Further searches were 
performed looking at grey literature which produced guidelines and publications for 
example, NICE, RCOG and WHO, to ensure a comprehensive review of all relevant 
literature. This produced 16,332 articles.  
Support networks 1 self-esteem 
2 self-efficacy 
3 social support 
4 socioeconomic status 
5 1 or 2 or 3 or 4 
Pregnancy 6 antenatal 
7 perinatal 
8 prenatal 
9 maternal 
10 pregnant or pregnancy 
11 6 or 7 or 8 or 9 or 10   
Mental health issues 12 mental health 
13 depression 
14 anxiety 
15 stress 
16 12 or 13 or 14 or 15  
Overall search 23 5 and 11 and 16 
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Table A2.2. Number of articles found from each source. 
 
 
 
 
 
 
 
 
 
Accounts were created in all databases and searches saved to run automatically every 
month to capture new reports and research conducted during the study. These were 
narrowed down by abstract and title to 878 articles. After reviewing the abstracts and 
titles, studies which were only postnatal, not fitting the criteria above, validating 
screening tools, not using anxiety or depression screening tools or intervention studies 
were removed; the remaining 29 articles were reviewed in full. These were reduced to 
14, removing four for not pregnancy related, three for tests of validity, one parenting 
self-efficacy and seven others which did not fit the inclusion criteria. A review of the 
studies can be found in the table below and are discussed in chapter two. 
 
 
 
 
 
 
 
 
 
Database or source   Results 
CINAHL via EBSCO 2092 
Cochrane 0 
Joanna Briggs Institute via Ovid 98 
MEDLINE via Ovid 4771 
ProQuest (including British 
Nursing Index/ASSIA) 
5862 
PsycINFO via Ovid 3508 
Trip Pro 0 
UpToDate  1 
NICE 0 
RCOG 0 
WHO 0 
Others 0 
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Appendix 3 Systematic literature search – Interventions 
The systematic search was conducted to review literature in relation to interventions to 
support women with mental health problems during pregnancy. The question asked 
was ‘What interventions or support are there to improve women’s mental health during 
pregnancy?’ The following subject headings were used as a basis for the search 
strategy: pregnant, interventions and mental health issues. These were then broken 
down into key words or phrases for each subject heading for example interventions, led 
to key words including intervention*, treatment* and barriers (Table A3.1). 
Table A3.1. Key words used in the literature search. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The following online databases where searched: CINAHL via EBSCO, Cochrane, 
Joanna Briggs Institute, MEDLINE and PsycINFO via Ovid, ProQuest including British 
Nursing Index and ASSIA, Scopus, Trip Pro, UpToDate and Web of science. This initial 
search resulted in thousands of articles for review. The search inclusion criteria was 
tightened and restricted to studies published in English and limited to studies carried 
out in the United Kingdom, Europe, Canada, America, Australia and New Zealand to 
obtain literature relevant to experiences of women in high-income countries with 
Pregnant 1 pregnan* 
2 pregnant 
3 perinatal 
4 antenatal 
5 prenatal 
6 1 or 2 or 3 or 4 or 5 
Interventions 7 intervention* 
8 treatment* 
9 care 
10 barriers 
11 experience* 
12 education 
13 access 
14 support 
15 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 
Mental health issues 16 anxiety 
17 stress 
18 worry 
19 depression 
20 “mood disorder” 
21 “mental health” 
22 16 or 17 or 18 or 19 or 20 or 21 
Overall search 23 5 and 15 and  22 
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developed healthcare systems and further limited to dates 2000 to 2017. Further 
searches were performed looking at grey literature which produced guidelines and 
publications for example, NICE, RCOG and WHO, to ensure a comprehensive review 
of all relevant literature. This produced 20,506 articles (Table A3.2). Accounts were 
created in all databases and the searches were saved to run automatically every month 
to capture new reports and research conducted during the study.  
Table A3.2. Number of articles found from each source. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
These were narrowed down by abstract and title to 191 articles. Of these, 66 were 
systematic or literature reviews, 76 on closer inspection were not relevant, six were 
protocols, five were specific interventions to reduce tokophobia, six were postnatal 
intervention and seven were interventions to prevent mental health deterioration, the 
remaining 53 articles were not interventions or were interventions not aimed to support 
mental health. An overview of the remaining 47 articles were reviewed. Discussion of 
the articles were presented in chapter two. Due to the number of articles, only those 
with statistically significant results and full studies were included in the table below. 
This amounted to 22 articles. 
  
Database or source   Results 
CINAHL via EBSCO 1386 
Cochrane 2179 
Joanna Briggs institute via Ovid 51 
Medline via Ovid 1765 
PsycINFO via Ovid 2435 
ProQuest (including British 
Nursing Index/ASSIA) 
514 
Scopus 4492 
Trip Pro 1695 
UpToDate  0 
Web of science 5963 
NICE 1 
RCOG 1 
WHO 1 
Others 23 
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Appendix 4 Systematic literature search – Women’s experiences 
A systematic search was conducted to extract literature based on the question, ‘what 
are the experiences of pregnant women with mental health issues?’ An initial search in 
Google detected further key words for each subject heading, these were combined to 
produce the overall search strategy. The following subject headings were used as a 
basis for the search strategy, pregnancy, mental health and experiences and 
perceptions. These were then broken down into key words or phrases for each subject 
heading, for example, experiences and perceptions led to key words including attitude*, 
opinion* and perspective* (Table A4.1). 
Table A4.1. Key words used in the literature search. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Experiences and 
perceptions 
1 experience* 
2 attitude* 
3 opinion* 
4 perspective* 
5 view* 
6 patient attitude* (subject heading) 
7 1 or 2 or 4 or 5 or 6 
Pregnancy 8 pregnancy (subject heading) 
9 pregna* 
10 perinatal 
11 antenatal 
12 prenatal care (subject heading) 
13 prenatal 
14 8 or 9 or 10 or 11 or 12 or 13  
Mental health issues 15 mental* health* 
16 mental health (subject heading) 
17 psychiat* 
18 emotion* 
19 mood* 
20 depress* 
21 stress* 
22 anxious* 
23 anxiety 
24 mental* ill* 
25 mental* disorder*  
26 worr* 
27 distress* 
28 15 or 16 or 17 or 18 or 19 or 20 or 21 
or 22 or 23 or 24 or 25 or 26 or 27  
Qualitative search filter 29 qualitative studies (subject heading) 
Overall search 30 7 and 14 and 29 
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Due to the vast quantity of articles found, advice was sought from the librarian and the 
subject heading qualitative was also added as a search filter. The following online 
databases were searched: ASSIA and British Nursing Index via ProQuest, CINAHL via 
EBSCO, Cochrane, EMBASE, Joanna Briggs Institute, MEDLINE and PsycINFO via 
Ovid, Ovid Emcare, Scopus, Trip Pro, UpToDate and Web of science. Filters were 
applied to narrow the range from year 2000 to 2017. Further searches were performed 
looking at grey literature which produced guidelines and publications for example, 
charities, RCOG, NICE and WHO to ensure a comprehensive review of all relevant 
literature. The search inclusion criteria were then tightened and restricted to studies 
published in English and limited to studies carried out in the UK, Europe, Canada, 
USA, Australia and New Zealand to obtain literature relevant to experiences of women 
in high-income countries with developed healthcare systems (Table A4.2).  
Table A4.2. Number of articles found from each source. 
Database or source Results 
ASSIA via ProQuest 2396 
British Nursing Index via ProQuest 1823 
CINAHL via EBSCO 1246 
Cochrane 50 
EMBASE via Ovid 821 
Joanna Briggs institute via Ovid 3 
MEDLINE via Ovid 595 
Ovid Emcare 519 
PsycINFO via Ovid 17 
Scopus 499 
Trip Pro 1313 
UpToDate 0 
Web of science 1013 
NICE 0 
RCOG 1 
WHO 0 
others 22 
 
This produced 9255. Accounts were created in all databases and the searches were 
saved to run automatically every month to capture new reports and research conducted 
during the project. An additional 22 articles were identified from other sources. 
Duplicates (n=108) were then removed leaving 4592 articles. The titles were assessed 
for relevance and to see if they fitted the criteria. This resulted in 53 articles. From 
these a closer review of title and abstract excluded 21 leaving 32 for full review, when 
read in depth another 18 were excluded leaving 14 for the final review. One study was 
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added in 2018, from the monthly automatic updates, resulting in 15 articles for review. 
A review of the studies can be found below and are discussed in chapter two. 
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Appendix 5 Systematic literature search – Midwives’ experiences 
The systematic search was conducted to review midwives’ experiences of caring for 
women’s mental health during the perinatal period. Further literature was obtained from 
searching the reference lists of relevant articles. The following subject headings were 
used as a basis for the search strategy, pregnant, experiences and mental health 
issues. These were then broken down into key words or phrases for each subject 
heading, for example pregnant led to key words including antenatal, pregna* and 
“pregnancy+” (Table A5.1). 
Table A5.1. Key words used in the literature search. 
Pregnant 1 “prenatal care” 
2 perinatal 
3 antenatal 
4 “pregnancy+” 
5 pregna* 
6 1 or 2 or 3 or 4 or 5 
Experiences 7 midwi* 
8 “patient attitudes” 
9 view* 
10 perspective* 
11 opinion* 
12 attitude* 
13 perception* 
14 experience* 
15 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14  
Mental health issue 16 mental* health* 
17 “mental health” 
18 psychiat* 
19 emotion* 
20 “mental illness” 
21 maternal mood disorder* 
22 depress* 
23 stress* 
24 anxiety 
25 anxious* 
26 mental* ill* 
27 mental disorders 
28 worr* 
29 16 or 17 or 18 or 19 or 20 or 21 or 22 
or 23 or 24 or 25 or 26 or 27 or 28 or 
29 
Filter 30 “qualitative studies+” 
Overall search  6 and 15 and 29 and 30 
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The following online databases were searched Medline and CINAHL via EBSCO, 
Cochrane, Joanna Briggs Institute, MEDLINE and PsycINFO Via Ovid, ProQuest 
including British Nursing Index and ASSIA, Trip Pro, and, UpToDate. Filters were 
applied to narrow the range from year 2000 to 2017 and the search inclusion criteria 
tightened and restricted to studies published in English and limited to those carried out 
in the United Kingdom, Europe, Canada, America, Australia and New Zealand to obtain 
literature relevant to experiences of women in high-income countries with developed 
healthcare systems. Further searches were performed looking at grey literature which 
produced guidelines and publications for example, NICE, RCOG and WHO, to ensure 
a comprehensive review of all relevant literature. This produced 1,632 articles. 
Accounts were created in all databases and the searches were saved to run 
automatically every month to capture new reports and research conducted during the 
study (Table A5.2). 
 
Table A5.2. Number of articles found from each source. 
Database or source   Results 
CINAHL via EBSCO 249 
Cochrane 0 
Joanna Briggs Institute 
via Ovid 
0 
MEDLINE via EBSCO 549 
ProQuest (including 
British Nursing 
Index/ASSIA) 
541 
 
PsycINFO via Ovid 56 
Trip Pro 237 
UpToDate  0 
NICE 0 
WHO 0 
RCOG 0 
RCM 1 
 
These were narrowed down by abstract and title to 193 articles. Of these 43 were 
reviewed in full, 17 on closer inspection were not relevant for example reviews, 
editorials, systematic reviews and standards or only relating to the postnatal period. 
The remaining 26 articles are discussed in chapter two and presented below. 
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Appendix 6 Systematic literature search – Screening tools to detect symptoms of 
anxiety and depression 
The systematic search was conducted to extract literature based on the question 
identifying screening tools and determine their suitability for detecting mental health 
problems in pregnancy, namely stress, anxiety and depression. The detection of other 
more serious mental health conditions is beyond the scope of this study. The question 
asked was ‘What screen tools are available to detect anxiety and depression in the 
perinatal period?’. An initial search in Google Scholar was used to detect key words for 
each subject heading, these were combined to produce the overall search strategy. 
The following subject headings were used as a basis for the search strategy, pregnant, 
detection and mental health issues. These were then broken down into key words or 
phrases for each subject heading for example pregnancy, led to key words including 
pregnan*, perinatal and antenatal (Table A6.1). 
 
Table A6.1. Key words used in the literature search. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pregnant 1 pregnan* 
2 perinatal 
3 antenatal 
4 prenatal 
5 maternal 
6    1 or 2 or 3 or 4 or 5 
Detection 7 detect* 
8 identif* 
9 screen* 
10 self-report* 
11 7 or 8 or 9 or 10 
Mental health issue 12 mental health issue* 
13 psychiatric disorder* 
14 emotional disorder* 
15 “mental illness” 
16 maternal mood disorder* 
17 depression 
18 stress 
19 anxiety 
20 “mental ill health” 
21 mental disorder* 
22 12 or 13 or 14 or 15 or 16 
or 17 or 18 or 19 or 20 or 
21 
Overall search 23 6 and 11 and 22 
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The following online databases where searched CINAHL via EBSCO, Cochrane, 
Joanna Briggs Institute, ProQuest including British Nursing Index and ASSIA, 
PsycINFO, Medline and Scopus via Ovid, Trip Pro, UpToDate, and Web of Science. 
Further searches were performed looking at grey literature which produced guidelines 
and publications for example, charities, NICE, RCOG and WHO to ensure a 
comprehensive review of all relevant literature (Table A6.2). Accounts were created in 
all databases and the searches were saved to run automatic monthly searches to 
capture new reports and research conducted during the study. Further literature was 
obtained from searching the reference lists of relevant articles. 
Table A6.2. Number of articles from each source. 
Database or source   Results 
CINAHL via EBSCO 1989 
Cochrane 2731 
Joanna Briggs Institute 193 
Medline via Ovid 7595 
ProQuest (including British 
Nursing Index/ASSIA) 
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PsycINFO via Ovid 3490 
Scopus via Ovid 1689 
Trip Pro 1568 
UpToDate  6 
Web of Science 6030 
NICE 5 
RCOG 4 
WHO 5 
 
The search inclusion criteria were tightened and restricted to studies published in 
English to ensure screening tools reviewed were validated for English speaking 
populations and limited to studies carried out in the United Kingdom, Europe, Canada, 
America, Australia and New Zealand to obtain literature relevant to experiences of 
women in high-income countries with developed healthcare systems and further limited 
to dates 2000 to 2017. This produced 25,617 articles. The titles and abstracts were 
assessed for relevance and retrieved if they fitted the criteria. Many data bases 
produced duplicate articles, following which 190 articles were briefly reviewed and 151 
were reviewed in detail. Only literature reporting reliability and validity of screening 
tools to detect anxiety and depression in the perinatal period were included and are 
discussed in chapter three and in the tables below, which amounted to 13 articles.  
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Appendix 7 Participant questionnaire 
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Appendix 8 Interview questions for women 
Interview topic guide for women 
These are topic guidelines with some sample questions. Due to the indicative nature of 
the interviews, interesting topics that arise will be explored further. 
General introduction and purpose of the interview  
I would like to discuss emotions and mood and how these have changed over time. I 
would like to use this timeline as a prompt to the discussion. 
Opening conversation 
Is this your first pregnancy? 
How has the pregnancy been? 
Mood changes over time  
Thinking about your mood: 
How would you describe your mood before you became pregnant? 
How did your feel when you found out you were pregnant? 
How has your mood changed during pregnancy? 
How do you explain the change in your mood? 
Health care staff 
I would be interested to know about your contact with health professionals such as 
GPs, and midwives: 
Which health care professional have you been seeing during your pregnancy? 
What did health professionals ask about your moods and emotions? 
How did this make you feel? 
Information 
I am interested where you looked for any information particularly about the emotional 
side of pregnancy: 
Who did you go to for information or advice during your pregnancy?  
Have you read much about emotional health and pregnancy? 
Support 
Thinking about support during the pregnancy: 
Was there anyone or anything that particularly helped/supported you emotionally 
during your pregnancy (for example a health professional, family member or a friend)? 
Are you aware of any support services available to support your emotional health 
during pregnancy? 
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Appendix 9 Timeline 
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Appendix 10 Midwives’ questionnaire 
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Appendix 11 Ethical approval 
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Appendix 12 Study information for women – Questionnaire 
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Appendix 13 Consent form for women’s questionnaire 
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Appendix 14 Data management queries 
Data management 
Where questions arose from the answers provided in the questionnaires, information 
and agreed coding of answers was documented to ensure continuity of data entry onto 
SPSS. Only those questions that involved discussion are reported on here. 
Women’s questionnaires 
Office for National Statistics (2018) categories were used for the majority of 
sociodemographic data to allow comparison against national data. They provide input 
and output data guidelines. 
How would you describe your national identity/Choose one option that best 
describes your ethnic group or background? 
A variable was added for free text against national identity and ethnic 
group/background to allow countries to be entered as documented on the 
questionnaire. 
What is your highest level of education? 
A free text box was offered for this question rather than a list of categories, which led to 
some participants recording the type of institution rather than level of education which 
had been awarded. For example if 6th form was answered then ‘GCSE’ was entered as 
the variable because GCSEs are generally needed to enter 6th form. Similarly if 
university was recorded ‘A level’ was entered as the assumptions was made that A 
levels are required to enter university. However if they recorded ‘university’ and had 
teacher/nurse in job description as the institution then ‘degree’ was entered as it is 
assumed they need a degree to be employed in this role. If high school/comprehensive 
was answered then missing data was added as an assumption could not be made that 
they had left school with any qualifications. 
How would you best describe your current employment situation? 
Some duplicates were noted, for example full time work but on maternity leave. This 
was resolved by entering free text to explain the situation in the ‘other employment’ 
variable e.g. maternity leave from full time employment. This only applied to one 
questionnaire. 
What is your main occupation?    
Free text answers were entered in to the ONS database (Office for National Statistics 
2018) to code into 9 categories which were then entered onto SPSS. Occasionally 
occupations recorded did not match a category or were not precise to place the 
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occupation within a category. Some issues were resolved by doing an internet search 
to identify a job description to match the skill level on the ONS categories. On a few 
occasions their financial /social society/education description were used to try and 
make assumptions. These were agreed with another researcher employed by Cardiff 
University who was also using the ONS category data base. Mother, student, 
homemaker and housewife were words used by the participants themselves to 
describe their occupation even though these are not part of the ONS category of 
occupation. Another variable was added to allow this data to be entered. 
How many weeks pregnant are you today?  
An exact gestation was not required, therefore a decision was made to record this in 
full weeks. Gestation was required to ensure the participants fitted the inclusion criteria 
of below 18 weeks gestation and comparative guide to assess variables. 
When were you first diagnosed? 
Free text rather than categories on the questionnaire led to a range of answers which 
was sometimes difficult to code. If the year was noted then the time period was 
calculated against their age. Most literature has 12 years as adolescence, therefore 
this was kept for the study and adult was used for those over 18 years at diagnosis. 
Please select the answer that comes closest to how you have felt in the past 
week, not just how you feel today. (EPDS) 
If one section left blank, no total was entered on SPSS for statistical purposes but it 
was included in those for possible follow up. 
Over the last 2 weeks how often have you been bothered by the following 
problems? (GAD-7) 
If 2 scores were circled, then the highest score was entered. E.g. if between ‘not at all’ 
and ‘several days’ then ‘several days’ was selected as there had been some 
symptoms. 
Imagine that this ladder pictures how British society is set up. 
If 2 answers were chosen, for consistency the lowest one was entered. 
Families differ in the kinds of things they can afford. To what extent do you have 
enough money for the following things in your family?   
If one question left blank the total for this question was left blank. 
We would like to ask you some questions about your day-to-day life and 
routines.  
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Cars 
If ‘How many cars in the household’ is left blank and ‘no car’ is selected, then enter not 
applicable. 
Which statement best describes how you deal with the following problems?  
If two numbers are selected in one question then the lower was entered. 
We are interested in how you feel about the following statements. Read each 
statement carefully. Indicate how you feel about each statement. (Social support) 
Several participants selected the lowest number on this screening tool (one = very 
strongly disagree), they were outliers and inconsistent with the rest of the 
questionnaires, where most participants scored ‘eight = very strongly agree’. This 
together with the fact that several participants stated that they had scored on the 
‘wrong side of the sheet’ before they realised that they had made a mistake, led us to 
believe that they had scored incorrectly. However as this could not be confirmed with 
the participant themselves, it had to be assumes they had knowingly selected the lower 
score.  
Anonymised data 
Results for employment were entered into the ONS data base in a similar manner as 
the questionnaires’ data. This led to some ambiguity with the data. Especially on the 
data base where place of work rather than job role were entered along with self-
employed, housewife and student or acronyms with many possible answers for 
example SAHP which do not appear as categories on the data base. If unsure they 
were entered as unknown or not applicable. 
Midwives’ questionnaires 
Q 4 In your opinion 
Occasionally more than one box was checked or ‘marks' in. The more pronounced 
check was agreed as the answer. 
Q 8 Referral resources 
Free text was entered by some midwives for this question. The title ‘community mental 
health team’ may have led to some confusion as this normally refers to those who are 
not pregnant whereas pregnant or postnatal women are referred to ‘perinatal mental 
health team’ (PNMHT). If free text stated ‘I would have referred women to PNMHT then 
this was entered as ‘yes’ against community mental health team. Other midwives wrote 
‘I would refer to mother and baby unit if there was one’, this was recorded as ‘yes’. 
Another stated ‘possibly’ as the answer, this was taken as ‘yes’ as they did not state 
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‘no’. If there were only ticks against some of the ‘yes’ boxes and non in the ‘no’ boxes, 
the questions left blank were recorded as ‘no’. However if some of the ‘no’ boxes were 
checked and a question was left blank then it was recorded as missing. 
Q 10 - 12  
Occasionally Q 10 checked as ‘no’ but also completed Q 11 and 12, even though the 
instructions were to leave these blank. These answers were recorded as not applicable 
on SPSS. 
Q 16 How many years have you been practising? 
The length of practice was rounded down to the nearest year, if under 1 year it was 
recorded as 0. 
Q 19 In what area of midwifery do you work? 
Sometimes more than one area of practice was checked, a second variable was added 
to allow both answers to be recorded. 
Q 21 Do you have any experience as a nurse working in a psychiatric setting? 
There was a discrepancy in the answers from some midwives. Some had checked yes 
and some no but had also stated that ‘only as a student nurse’. If student nurse was 
checked then the answers were changed to ‘no’ experience to reflect that it was only a 
placement. Free text was often added to expand on this question, a variable was 
added to SPSS to enter this data. 
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Appendix 15 Participant stories  
Mental health of women interviewed 
EPDS and GAD-7 were completed as part of the questionnaire at the booking 
appointment, when recruited into the study. They were completed again prior to the 
interviews which took place after 34 weeks gestation.  
Scores stayed within range of mild to moderate symptoms of depression and anxiety 
scored in early pregnancy for all except two women. Olivia had a notable rise in anxiety 
symptoms and a slight rise in depression symptoms, which placed her in the moderate 
category for depression and severe for anxiety. Helena the opposite, both scores 
reduced taking her from moderate symptoms of depression and anxiety to mild. There 
were no clear differences between the scores of those who stated they had depression 
or anxiety and those who did not between EPDS and GAD-7 scores at recruitment or 
interview. 
Delivery details  
Information was obtained from the medical records of women interviewed regarding 
antenatal care, the birth of their baby and postnatal care up until discharge from 
hospital. 
Birth details         n=20 M (SD) R 
Gestation (weeks and days) 39.9 (1.36) 36.6-42.1 
Duration of labour (n=17) (hours) 6.30 (9.94) 1.02-43 
Weight of baby (grams) 3554 (582) 2750-4910 
Time in hospital (hours) (n=19) 39.8 (48.35) 7-192 
 n (%) 
Feeding initiation at birth 
     Breast 
 
20 (100) 
Gender of baby 
     Female 
     Male 
 
14 (70.0)  
6 (30.0) 
Mode of delivery 
     Spontaneous vertex  
     Planned home birth 
     Forceps  
     Elective caesarean section 
 
15 (75.0) 
1 (5.0) 
1 (5.0) 
3 (15.0) 
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What was surprising was all interviewed women made the decision to breast feed. This 
is well above the average breastfeeding rates for Wales 2017 56% and Local Health 
Board rate of 72% June 2018 (Welsh Government, 2018). However the feeding at 
discharge from hospital and discharge from midwives’ care was not collected. 
In England and Wales breastfeeding rates increased from 60% in 2000 to 67% in 2005 
among mothers in routine and manual occupations and from 54% to 67% among 
mothers who had never worked (Bolling 2007).  
Below is a brief narrative for each woman interviewed 
Olivia was 29 years old and lived with her partner and child. She had a diagnosis of 
anxiety, depression and OCD in adulthood and recognised symptoms had started in 
childhood. At the booking appointment Olivia had mild depression and anxiety which 
increased to moderate symptoms of depression and severe anxiety symptoms at 
interview. After an uncomplicated pregnancy, she gave birth to a boy on her due date 
after a short labour and went home after a day in hospital.  
Helena a 36 year old was expecting her first child. She had a partner who lived with 
her most of the time and disclosed self-diagnosed stress. Helena had suffered abuse 
as a child and subsequently run away from home. She described how she had ‘turned 
her life around’ and appeared at the time of interview to have a very positive stance on 
life despite the list of social, emotional and practical issues up to this point. The EPDS 
and GAD-7 at booking indicated moderate depression and anxiety symptoms, which by 
the time of interview had reduced to no symptoms of depression and mild anxiety. 
Helena developed gestational diabetes during pregnancy and had one visit to the 
assessment unit and three extra USS. She had her labour induced at term because of 
the diabetes and, after a relatively short labour for a first time mother, gave birth to a 
girl. Both went home two days later. 
Jackie was expecting her first baby at 24 years old and lived with a partner. The 
questionnaire indicated she had anxiety as an adult. At interview Jackie suggested she 
had a happy childhood and had never had mental health problems. At interview she 
described her moods as being overwhelmed rather than anxious. Yet as the interview 
progressed she began to describe anxious times as an adult which had led her to seek 
counselling. At the booking appointment the EPDS and GAD-7 indicated no symptoms 
of depression and mild anxiety. These increased slightly towards the end of pregnancy 
but not significantly, with mild symptoms of depression and anxiety. Antenatally she 
attended the assessment unit twice. She gave birth to a girl at term but required a 
manual removal of placenta and stayed in hospital for three days. 
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Amia was 33 years old, already had one school aged child and lived with her partner. 
The questionnaire did not suggest any mental health problems. At recruitment the 
screening tools suggested mild depression and anxiety symptoms which changed 
slightly at the end of pregnancy but still remained within the range of mild symptoms. 
Amia had gestational diabetes during pregnancy. She gave birth to a girl at term and 
remained in hospital for a day, then went home to be supported by her partner and 
mother. 
Becky was 37 years old and lived with her partner. She did not have any children but 
had a missed miscarriage the previous year after years of fertility treatment. Becky’s’ 
questionnaire indicated she had anxiety, depression and stress and had received 
counselling in the past. At the booking appointment the EPDS and GAD-7 indicated 
mild symptoms of anxiety and depression which both reduced by the time of interview 
to no symptoms of anxiety or depression. Due to anxiety from observing her sister’s 
labour and birth Becky had requested an elective caesarean section. Her request was 
granted and she gave birth at term via caesarean section to a girl and went home after 
a day in hospital. 
Dawn at 20 years old was the youngest participant at interview. She was single and 
unexpectedly pregnant for the first time. Dawn did not have a partner and had returned 
home to live with her parents for extra support. She had a history of anxiety and 
depression since adolescence. At the booking appointment the screening tools 
indicated mild depression but no anxiety symptoms. There were no symptoms of 
depression or anxiety at interview. After two visits to the assessment unit during 
pregnancy she had a very quick labour for a first time mother, gave birth to a girl and 
went home after six hours. 
Tara was 32 years old, lived with her partner and they were expecting their first baby. 
She had been diagnosed with anxiety and depression in adulthood. In early pregnancy 
the EPDS and GAD-7 indicated symptoms of mild depression and anxiety which 
continued throughout pregnancy. Tara had been admitted once to the antenatal ward 
and had several USS. Due to her baby lying in a breech position she was offered an 
external cephalic version (procedure to turn the baby before birth). Tara’s daughter was 
born via caesarean section at term and they stayed in hospital for a day. 
Sally had no history of mental health problems, already had two children and was 
surprised to find herself pregnant.  She was 29 years old and lived with her partner. 
Despite the shock at being pregnant and initial concerns about continuing with the 
pregnancy the screening tools suggested mild anxiety symptoms at the booking 
appointment and no symptoms of depression. At the time of interview there were no 
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symptoms of anxiety or depression. After a quick labour she gave birth to a girl and 
stayed in hospital for a day to monitor the baby due to maternal group B streptococcus 
colonisation. 
Pippa 34 years old, lived with her partner and was expecting their first child. She 
explained at interview how the pressures of university had led to anxiety and 
depression, which led her to seek help from her general practitioner. There did not 
appear to have been any other instances of depression since, but Pippa did discuss 
recent periods of anxiety, especially during busy times at work. At recruitment she 
scored mild for both anxiety and depression symptoms, close to the cut of scores for 
moderate depression, both of these reduced slightly by the time of interview. Pippa had 
attended the assessment unit four times during her pregnancy and had five USS. She 
gave birth to a girl and went home after a day in hospital. 
Laura was 33 years and lived with her partner and their child. She had no history of 
mental health problems but scored at the high end of mild for depression and anxiety 
symptoms at her booking appointment and they remained similar at interview. Laura 
described how the previous birth of a big baby had left her with physical problems and 
she now recognised she may have had mild depression during the months that 
followed. Laura, who had been assured she was not expecting a big baby again, gave 
birth to a girl after a quick labour, another large baby at 4860 grams, but went home 
within eight hours with no complications.  
Rhian had had two previous children and was happy to be pregnant again. She was 34 
years old and lived with her partner and had no history of anxiety or depression. At 
recruitment the screening tools indicated mild anxiety symptoms but these had reduced 
to no symptoms of anxiety and depression at interview. After a straightforward 
pregnancy she gave birth to a boy and went home a day later. 
Gwenda was 34 years old and expecting her second child. She lived with her partner 
and according to the questionnaire had no history of any mental health problems. Yet 
at interview she revealed how she had ‘counselling around self-harm’ at university. At 
booking the EPDS and GAD-7 indicated mild anxiety and depression. These had 
increased slightly towards the end of pregnancy. Possibly due to the uncertainty during 
pregnancy because she had a low lying placenta and had been admitted to hospital 
three times because of vaginal bleeding. Gwenda had an emergency preterm 
caesarean section due to bleeding and stayed in hospital for eight days because her 
baby was premature and required phototherapy. 
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Karen a 35 year old was expecting her fist baby and lived with her partner. According 
to the questionnaire she had a history of stress. At recruitment Karen had symptoms of 
depression which were at the high end of mild and moderate symptoms of anxiety. 
Both increased by the time of interview to moderate depression and severe anxiety. At 
interview Karen described constant concerns regarding her baby’s safety during 
pregnancy and requested a caesarean section for birth for that reason. A raised blood 
pressure and gestational diabetes during pregnancy led to two inpatient admissions 
and four visits to the assessment unit. Karen received her planned caesarean section 
at term of a boy. They remained in hospital for six days for the baby to receiving 
intravenous antibiotics. 
Cath had no history of anxiety or depression, was 35 years old and lived with her 
partner and child. At the booking appointment she had mild symptoms of depression 
and anxiety which reduced to nil by the time of interview. Cath had a quick labour at 
home as planned and gave birth to a girl, with no complications. 
Emma was 32 years old, with no history of anxiety or depression. She lived with her 
partner and their child. At recruitment the EPDS and GAD-7 indicated no depression 
and mild anxiety symptoms. At interview depression symptoms had risen slightly but 
were still within the cut off for mild symptoms. During pregnancy Emma had two visits 
to the assessment unit and three unscheduled USS. She did not have her anticipated 
home birth and was induced two weeks past her due date. After a long labour she gave 
birth to a girl who weighed 4910g, this was complicated by a postpartum haemorrhage. 
Emma recovered well and went home within 24 hours. 
Victoria was a 30 year old, single mum who lived with her two children from a previous 
relationship. She had some contact with the children’s father and lived near her 
parents. Victoria described her upbringing and adult years in detail. She had a history 
of anxiety, depression and mild hallucinations which started in adulthood. At 
recruitment she scored moderate for symptoms of depression and high for symptoms 
of anxiety: these had both risen by the time of interview to moderate depression 
symptoms and severe anxiety symptoms. During pregnancy she had two visits to the 
assessment unit and three USS and more than the average number of antenatal 
appointments. After a quick labour Victoria gave birth to a girl and was discharged 
home within 24 hours. 
Zoe was 21 years old, expecting her first baby and lived with her partner. She had a 
history of anxiety since adulthood according to the questionnaire but was reluctant to 
expand on the implications during the interview. At the booking appointment she 
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scored mild for depression and anxiety symptoms which had both reduced by the time 
she attended the interview to no symptoms of depression and mild anxiety. 
Zoe visited the assessment unit four times during pregnancy and was overdue when 
she went into labour, had an assisted birth by forceps due to the baby being distressed. 
She remained in hospital for a day and a half with her daughter who weighed over 4kg. 
Natalie lived with her partner and child and was 34 years old. She had no history of 
anxiety or depression. At the screening symptoms were consistent with mild 
depression but no anxiety. At interview symptoms of depression were the same and 
symptoms of anxiety had risen slight indicating mild anxiety. After a quick labour 
Natalie gave birth to a boy and they went home within a day. 
Isabel a 34 year old lived with her partner and their child. Despite having no history of 
mental health issues and happy to be pregnant, the screening tools indicated 
symptoms consistent with moderate depression but no anxiety. Isabel had suffered 
from hyperemesis gravidarum during the entire pregnancy of her previous child which 
could have been the cause of the high scores at booking appointment. At interview the 
EPDS scores had reduced to mild depression and the symptoms of anxiety had 
increased slightly. Isabel had attended four unscheduled USS during pregnancy. She 
gave birth to a girl after a short labour and went home after nine hours. 
Mandy was 37 years old expecting her first baby and lived with her partner. The 
questionnaire indicated a self-diagnosed history of stress, yet at interview she 
described herself as ‘never having any mental health’ problems and being ‘fairly laid 
back’. It was only in the last few years when fertility issues arose that her mental health 
suffered. At the booking appointment the EPDS indicated symptoms of moderate 
depression and GAD-7 symptoms of mild anxiety, both of which decreased to mild and 
nil respectively later in pregnancy. After giving birth to a boy they went home a day 
later. 
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Appendix 16 Telephone contact form 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Check list for contact via telephone 
Hello this is Nicola, a researcher at the maternity unit, am I speaking to 
…………….. 
You may remember you completed a questionnaire…. and provided consent to 
be contacted later in pregnancy? 
How has your pregnancy been?   
Any referrals to specialist services? FM/PMNH 
How many weeks pregnant are you now? 
Could I provide a brief overview of follow up……    
Are you available to take part in an interview… 
Arrange date and time 
Date ……….                        Time ……….                           Venue ……….. 
Check contact details correct 
I will post/email you further details about the study 
Address…………………. 
Tel no………………………. 
Email………………………………. 
Can I contact you again the day before to check if you are still available? Yes/No 
How? 
Thank you 
 
 
Check list for contact via telephone 
Hello this is Nicola, a researcher at the maternity unit, am I speaking to 
…………….. 
You may remember you completed a questionnaire…. and provided consent to 
be contacted later in pregnancy? 
 375 
 
Appendix 17 Participant information for women – Interview 
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 Appendix 18 Consent form for women’s interviews 
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Appendix 19 Focus group topic guide for midwives  
These are topic guidelines with some example questions. Due to the inductive nature 
of the focus group, interesting topics that arise will be explored further. 
General introduction and purpose of the focus group 
Thank you for taking part in this focus group. You have all read the information leaflet 
and will have a general idea of the purpose of the study. There are no right or wrong 
answers only differing points of view. The questions are about your experiences of 
supporting women’s mental health particularly during pregnancy. It is broadly divided 
into 3 sections, experiences, support and training. 
For the recording could each of you state your pseudonym, which area of practice you 
are working in and how many years have you been practising as a midwife? 
Talking to women about mental health 
Could you tell me about the conversations that you have with women about their 
mental health. 
What words/questions do you use to explore their mental health?  
When do you ask them, booking, AN, PN? 
How do the women respond, what issues have they raised? 
Are they comfortable to discuss mental health? 
Training 
Could you tell me about any perinatal mental health training you have been to. 
Where, what, was it helpful? 
Support services 
Thinking about women who require extra support for their mental health. Could you tell 
me about any support services that you signposted or refer women to. 
Who, what, where and have they accepted the referral? 
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Appendix 20 Participant information for midwives’ focus groups 
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Appendix 21 Consent form for midwives 
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Appendix 22 Reflexive account of my PhD journey 
The reasons for choosing this area of study were mentioned in chapter one and 
positionality as a midwife and researcher briefly discussed in chapter three. Now at the 
end of my PhD, I have looked back at the notes made throughout, concerning my 
thoughts and experiences and the highs and lows of the research project. Some of the 
entries are described below. 
Ethics  
The ethical process is often mentioned along with a sigh and stories of problems that 
arose. It was not as arduous as expected but several thoughts came to mind during the 
process of designing the participant information. I began to question the length of the 
information leaflets that are required to ask participants to fill in a questionnaire. After 
all many people fill in surveys online for other organisations such as the local council, 
or the health boards’ Two minutes of your time, feedback forms. These do not require 
long information leaflets to be read or consent forms to be signed. Yet they are still 
analysed and data used in publications.  
In addition there were several instances where midwives asked questions, or 
discussions were had, regarding the study whilst distributing questionnaires, often 
questions which were later discussed in the focus groups. As formal processes were 
not completed these conversations could not be used to inform the study. Calls have 
been made for ‘micro-ethics’ based on the researchers’ judgement and integrity 
(Pollock 2012) or an ‘ethical process’ to be introduced (Chenhall 2011) which would 
allow more flexibility. This would also reduce the time taken to produce and read these 
documents. Understandably studies that carry more risk to participants or interventional 
studies require information leaflets. In this instance, as there was a second stage to the 
women’s phase of the study, it seemed reasonable to provide them with extra 
information regarding the follow up study and consent was required to contact them at 
a later date. 
Recruitment phase  
The number of women approached and recruited varied dramatically, between one to 
12 women per clinic. What was obvious was that very few women had read the 
information in their ‘booking pack’, which contained the study’s participant information. 
After discussion with several midwives I was encouraged to find there was a process in 
place to avoid paper wastage and the information was going to be uploaded to the 
website to which women could be signposted via midwives. This does pose the 
question of how much information women require or need. In retrospect, I was 
surprised women did not read the information, as in the interviews there was constant 
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reference to information seeking regarding pregnancy in an effort to keep their baby 
safe. Maybe it’s because the information is received prior to confirmation of pregnancy 
by USS and women are afraid to read it until confirmation of a healthy baby is provided. 
Overwhelmingly women and midwives were keen to support the study and 
acknowledged it was an important topic; some apologising for not being able to 
complete the follow up interviews. I was further encouraged when two women who had 
participated in the Grown in Wales study which I had been involved in previously, were 
more than keen to take part in this study. Another woman who had previously had care 
in an NHS Trust in England stated that she had been expecting to be asked to take 
part in research as this was a feature of care in her previous pregnancy. This 
reassured me that women are keen to support research. 
Women who questioned the study were more concerned with data protection than any 
other aspect. This did make me wonder if recruiting participants will become harder 
with the increasing publicity about data breaches. I did debate if I should have spent 
more time assessing their fears and reassuring them. As it was, I did not pursue the 
matter as recruitment was going well. This reminded me of the main concerns on the 
previous study I supported (Grown in Wales); several women declined to participate 
due to the worry of biological samples and storage of their DNA. This did also make me 
question research studies that I have personally opted into and wonder if I should be 
more questioning about sharing my data and DNA. 
The decision to use timelines in the interviews with women was designed to prompt 
discussion and assess women’s mental health at specific time points in their life. This 
was realised, with some women apologising for missing periods or jumping forward and 
backwards over their lifetime. It was originally envisaged that women would draw their 
own timeline however this did not materialise. Reflecting on this issue I began to 
wonder if the detail in the timeline I produced, as well as busy lives may have led to 
women declining to draw their own. Both the women and I felt comfortable using the 
timelines, it also serve as a prompt, and may also have put us both at ease at the 
beginning of the interview. As a tool I would use a timeline in another suitable study, 
possibly providing a less detailed timeline and encouraging the individual to draw their 
own. 
 During interviews with women I began to become aware of how unhappy some women 
were with pregnancy. Having had two straight forward pregnancies myself I maybe had 
not thought much about this side of pregnancy. Having spoken to other colleagues I 
realise that maybe I am in the minority, having enjoyed my pregnancies and it is the 
general public’s perception which has led me and others to believe pregnancy to be a 
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happy time. I also began to realise the women who were finding pregnancy the most 
difficult were mainly the ones who had a history of depression or anxiety and were very 
‘in control’ of their lives. Occasionally the physical symptoms of the pregnancy were the 
cause of anxiety, such as ‘early morning sickness’, but even then the resilient women 
seemed to rationalise it and there was not a constant feeling of low mood, or they hid 
their feelings. 
Analysis 
As a midwife I found the process of separating myself from the data difficult and much 
of the information I listened to and read in the transcripts seemed on face value familiar 
to me. I therefore felt it important that a second person, preferably not a midwife, 
should look at the data to distinguish the differences.  
My supervisor (a qualified mental health nurse) coded one transcript from the 
interviews independently. It was helpful to have an ‘outsider’ look at the data to gain 
another perspective and increase validity. I was pleased that although called different 
names, their codes were similar in meaning to mine. We also discussed possible 
themes, areas for discussion and areas to leave out. One area we decided should not 
be a main theme was around the topic of USS and fetal movements. As a midwife I 
think I honed in on these because they are major discussion points in obstetrics and 
midwifery at present. I was reminded of the need to relate the themes to the aims and 
objectives of the study rather than attempting to find every theme of interest to me. We 
discuss these as a possible area for secondary analysis; a paper or post-doctoral topic. 
While analysing the interview data I was aware I was trying to give voice to the women 
about their lived experience, as well as trying to answer the aims and objectives and 
fitting the data into themes. I found it was an immersive process and I needed to keep 
rereading the transcripts and codes and tried rearranging them into groups on Excel 
spread sheets, post it notes on a pin board and mind maps. After weeks of thinking and 
sleeping on the mass of notes, the final themes came to mind in the middle of the night. 
I wrote my thoughts and possible themes down. The next day I reviewed what I had 
written and discovered what were possible emerging themes, which changed little in 
the process of writing up.   
Discussion 
While writing the discussion chapter several thoughts occurred to me. As a midwife I 
have been accused of being ‘too nice’ to women. I am still not sure how it is possible to 
be too nice and it is a worrying comment coming from caring health professionals. I can 
only presume this is because I spend time talking to women and listening to their 
concerns. Which might explain why I have also been classed as ‘too slow’, a topic 
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discussed in this thesis. Thankfully these comments were made several years ago and 
more recently I have been aware of women complementing the care shown by the 
majority of staff. It is possible the feedback from women has highlighted women’s 
experiences and their concerns about staff and this has had more of an impact than 
managers trying to instil changes. 
Concluding this study has led me to acknowledge that even though previous research 
has focused on the needs of women in low socioeconomic groups or those accessing 
specialist support services such as PNMHT those with higher socioeconomic status 
also suffer from mental ill health. This study filled the gap in including women with mild 
to moderate mental health problems from higher socioeconomic groups. Revealing 
their concerns are similar to women in low socioeconomic and minority backgrounds, 
or women with severe mental health problems and all women require to be listened to 
and taken seriously and supported whatever their concerns are at that present time, 
regardless of background, race or needs. 
 
